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EAR WAX PN 


Removed this easy way 


The removal of wax from the external 
auditory meatus has, in the past, 
normally entailed attendance by the 
patient for diagnosis and for the 
prescription of a suitable loosening 
agent, and a second attendance a few 
days later for syringing. 

Now, by the use of Cerumol Ear 
Drops, wax can be removed in most 
cases at one visit. A few drops of 
Cerumol can be instilled into the ear 
and, while another patient is being 
attended to, the soft cerumen dissolves 
and the harder wax disimpacts. The 
wax can then be removed by gentle 
syringing or with cotton wool. The wax may even 
be found to run out of the ear on its own accord, 
in which case patients themselves may instil 
Cerumol at home, obviating further attendances. 
Cerumol is anti-bacterial, non-irritating and harmless 
to the lining of the external auditory meatus or the 
tympanic membrane. 

Cerumol is included in Category No. 4 of the 
M.O.H. classified list and may be 

prescribed on N.H.S. Form E.C.10. 


& 


EAR DROPS 


for the easier removal of wax 
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PACKS For Surgery Use: 





CERUMOL 





10 c.c. vial — separate 
If you wish to test for yourself and have not received recently a dropper included 
10. ¢.c. vial please write or telephone direct to: (Basic N.H.S. price 2/8) 
LABORATORIES FOR APPLIED BIOLOGY LTD., for Hospital Use: 2 oz. 


91, AMHURST PARK, LONDON, N.16 Tel: STA 2282 and 10 oz. bottles. 
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CASSELL MEDICAL BOOKS 





CORONARY HEART DISEASE 
Angina Pectoris: Myocardial Infarction 
MILTON PLOTZ, M.D., F.A.C.P. 


Coronary heart disease—one of the major causes of death and disablement—is of 
urgent concern to all physicians. This monograph, the first full-scale discussion 
to appear in English for some years, is a scholarly presentation of current views 


on aetiology, diagnosis and treatment. 


90s. net. 


MODERN OPERATIVE SURGERY 


Edited by G. GREY TURNER and LAMBERT ROGERS 


“The practical outlook and the wise advice of the team of writers will earn 


it a place in any surgical library.” 


ron mencem 





The Practitioner, 


4th edition. In two volumes. £7 10s. net the set. 


37-38 ST. ANDREW’S HILL, LONDON, E.C.4 

















EMERGENCIES 
IN GENERAL 
PRACTICE 


from the 
British Medical Journal 


470 pages—cloth bound 
with full index 


PRICE 25s. net 








This book deals with medical 
emergencies in a wide sense: acute 
clinical emergencies requiring prompt 
and skilful treatment; conditions such as 
faints and fits and giddy turns, the 
careful elucidation of which may mean 
the difference to a patient between a life 
of activity and one of restriction; acute 
psychiatric states; accidents of treat- 
ment, such as dangerous re-actions to 
drugs or collapse during anaesthesia; and 
emergency calls when the doctor is 
isolated, as on a ship. 


It comprises 57 specially commissioned 
articles which appeared originally in the 
British Medical Journal. The author 
of each is an acknowledged authority. 
This collection, now revised by the 
authors, will be of value not only to general 
practitioners but also to senior students, 
house-physicians, house-surgeons, and to 
those supervising their work in hospitals. 


BRITISH MEDICAL ASSOCIATION 
B.M.A. House, Tavistock Square, London, W.C.1 
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By ALEXANDER S. NADAS, Assistant Clinical Professor of Pediatrics, 
Harvard Medical School; Cardiologist, The Children’s Hospital, Boston. 
587 pages, 343 illustrations. £4 4s. 
Practical measures for the effective management of all heart diseases 
and disorders in children. The many differences in diagnosis and 
treatment between children and adults are made wonderfully under- 
standable. 


Campbell's PRINCIPLES OF UROLOGY 


By MEREDITH F. CAMPBELL, Emeritus Professor of Urology, New 
York University. 

622 pages, 319 illustrations. 66s. 6d. 
A brilliantly clear description of urologic disease—its mechanisms, 
diagnosis and treatment. Explicit instructions are given on those 
procedures that can be handled by the general practitioner. 
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By CURTIS P. ARTZ, Professor of Surgery, University of Mississippi; 
and ERIC REISS, Instructor in Medicine, Washington University 
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250 pages, 199 illustrations. 52s. 6d. 
A definite and strikingly useful manual on up-to-date burn therapy— 
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in preparation 


CORTISONE THERAPY: 
Mainly Applied to the Rheumatic 


Diseases 
by 
J. H. Glyn, M.A., M.D., M.R.C.P., D.Phys.Med., 
Consultant in Physical Medicine to the Prince 
of Wales and Tottenham Group of Hospitals, 
London. 


The work is the result of several years of intensive study 
in this country and the U.S.A. of the use of Cortisone 
and its associated drugs, primarily in the treatment of 
Rheumatoid Arthritis. The author discusses from prac- 
tical experience the relative values of Cortisone, Corti- 
cotrophin, Hydrocortisone, Prednisone and Predniso- 
lone. The effects of treatment, the advantages and 
disadvantages, the indications and contra-indications, 
the technique of withdrawal, are carefully analysed and 
a broad general picture produced which should be of 
great value to everyone undertaking treatment with 
these new and powerful preparations 


140 pages. 2Is. net 
N72 


UNEXPECTED REACTIONS TO 
MODERN THERAPEUTICS : 
Antibiotics 
by Leo Schindel, M.v. 


This survey represents material gathered from many 
hundreds of publications from all parts of the world. 
Attention is called to the “big” antibiotics like peni- 
cillin, streptomycin, chloramphenicol; the broad spec- 
trum antibiotics such as chlortetracycline, oxytetracy- 
cline, and tetracycline itself; and, finally, erythromycin, 
neomycin, bacitracin, fumagillin, novobiocine, cyclose- 
rine and polymyxin are discussed. The general prac- 
titioner as well as the specialist will find it of immense 
interest and value 


160 pages 15s. net 





Wm. Heinemann Medical Books Ltd. 
99 Great Russell Street, W.C.1 














C. FOX 


Bookbinders 


72 MARYLEBONE LANE 
LONDON, Ww. 


Established 1854 Tel. WELbeck 4707 


Bookbinders to all 
branches of the medical 
profession 


Any style of binding 
copied :: Price list and 
Patterns sent on request 




















H. K. LEWIS & Co. Ltd. 





BOOKSELLING DEPARTMENT 
Large stock of Textbooks and recent Litera- 
ture in all branches of Medicine and General 
Science. Catalogues on request. 
FOREIGN DEPARTMENT 
Books not in stock obtained to order. 
SECOND-HAND DEPARTMENT 
A constantly changing large stock of Books 
on Medicine, Science and Technology 
always available. 
LENDING LIBRARY 
Medical and Scientific 


Annual Subscription, Town or Country 
from £1.17s.6d. 


The Library includes all recent and standard 
Books in all branches of Medicine, Surgery and 
the Allied Sciences. 


Bi-monthly List of New Books and New Editions 
added to the Library sent post free on request. 


Prospectus post free on request. 


H. K. LEWIS & Co. Ltd. 


136 Gower Street, London, W.C.! 
Telephone EUSton 4282 (7 lines) 
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PUBLISHED THIS MONTH 


AN INTRODUCTION TO 
PSYCHOPATHOLOGY 


D. RUSSELL DAVIS 


Reader in Clinical Psychiatry, University of Cambridge 
Consultant Psychiatrist, United Cambridge Hospitals 


As a general rule psychiatrists have little time or opportunity to work in a psycho- 
logical laboratory. Likewise, psychologists seldom have much knowledge of the 
specialised problems that arise in the psychiatric clinic. Thus to both are denied 
through lack of mutual understanding many benefits that would be gained by 
successful co-operation. 

The purpose of this book is to bridge the gap between the psychiatric clinic and 
the psychological laboratory. It will be of service both to psychiatrists seeking for 
an explanation to their clinical problems, and to psychologists hoping to find 
practical applications for their research work. 


The first part reviews all the principal The second part discusses the mecha- 








theories against a background of experi- 
mental evidence, obtained by recent re- 
search; gives a detailed account of the 
effects of the family environment upon the 
mental development of children, in par- 
ticular upon the development of intel- 
lectual functions, speech and language 
habits, and sexual behaviour ; and describes 
fully disorders in the development of these 
functions. 


nisms of behavioural and mental symp- 
toms in relation to modern psychological 
knowledge and includes chapters on ex- 
perimental neurosis, applications of be- 
haviour theories, disorders of mental 
functions and disorders resulting from 
brain lesions. The final chapter discusses 
methods of treatment and explains the 
rationale of modern psychotherapeutic 
methods. 


The subject is presented in such a way that it will be of equal value to all who are 
engaged in medical practice as well as to many others who, although not practising 
medicine, are in some way professionally concerned with problems of nervous or 
mental illness, or of mental retardation, in children and adults. 


384 pages 


30s. net 


OXFORD UNIVERSITY PRESS 
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ANNOUNCEMENTS All 


To THE DOCTOR came a new patient. Mrs. N., 
aged 22, 32 weeks pregnant. 

She complained of fatigue and anorexia. Her 
blood pressure, pulse rate and temperature were 
normal. Her hemoglobin level? Only 55°. 

How could it be raised to normal in two 
months? The doctor knew a way. 

He checked her weight. It was 110 Ib. He 
calculated the dose as 30 ml. to correct Hb and 
replenish body iron stores, to which was added a 
further 10 ml. to meet the demands of the feetus 
and increased blood volume. He ordered a 5 ml. 
injection straight away. 





When Mrs. N. came a week later for the last 
injection, her morale had considerably improved. 
The doctor was not surprised. She would be 
very close to 100°, Hb in another six weeks. 

Meanwhile he was assured that iron deficiency 
would not recur. The injections had provided 
ample iron for fetal demands. Iron would be 
ready for hemoglobin synthesis after labour. 
The harvest was in 
Labour started 2 weeks early. Twin boys were 
born. Blood loss 16 oz. But Mrs. N. soon 


recovered—her iron stores were full. 
(1954) Lancet,2, 1245 


The doctor had prescribed i mm fe ro n intramuscular iron 


Trade Mark 


Iron Dextran Complex 


Imferon is the first and only satisfactory preparation of intramuscular iron. Further information, with 


references to recent literature on “body iron stores” and the “mucosal block”, is available from Benger 


Research Laboratories Limited, Holmes Chapel, Cheshire. 
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BLOOD LOSS BLOOD LOSS BLOOD LOSS 








Haemog/ob rma Haemoglobin + ] Haemoglobin normal Haemoglobin down 
Body iron stores Body iron stores Body iron stores Body iron stores 
norma falling exhausted still exhausted 


Suggested further reading 


Blood, 1955, 10,567. Bull. N.Y. Acad. Med., 1954, 30, 81. 

J. Amer. med. Ass., 1956, 162,197. Ann, intern. Med., 1955, 42, 458. 
Ann. intern, Med., 1953, 38, 199. J. clin. Invest., 1952, 31, 543. 

Brit. Encyl. Med. Pract., Med. Progr., 1956, P.47. 


Iimferon 


Tron- Dextran Complex Trade Mark 


BENGER LABORATORIES LTO., HOLMES CHAPEL, CHESHIRE * PIONEERS IN PARENTERAL IRON THERAPY 
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MUCOSAL BLOCK 
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in the prevention of 


Post partum haemorrhage 


HYALASE 


Trade Mark 


“the spreading factor” 









with ergometrine 


BENGEK LABORATORIES LIMITED, HOLMES CHAPEL, CHESHIRB 
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Training Made Easier 
For the Colostomy 
Patient 


Training is the key to normal 
living for the colostomy patient. 
*Spencer’s colostomy support — 
individually designed, cut, and made 
for each patient — makes training 


easier, because : 


* Abdominal section opens instant- 
ly by means of zippers—facilitat- 
ing the change of pads. 


* This section is lined with 
moisture-proof material — easily 


cleaned—protects outer clothing. 





* Spencer’s co-relation of abdominal and back support improves posture 


body mechanics. 


* Cosmetic results are appreciated by both male and female patients. 


* The care of the permanent Colostomy, Can. Med. Ass. Fr. 60: 71-72 (Jan.) 
1949. 


For further information write to: 


SPENCER (BANBURY) LTD. 


Consulting Manufacturers of 
Surgical and Orthopaedic Supports 
SPENCER HOUSE BANBURY OXFORDSHIRE 
Tel.: Banbury 2265 
Branch Offices: 


o 

LONDON: 2 South Audley St., W.! Tel.: GROsvenor 4292 

MANCHESTER: 38a King Street, 2 Tel.: BLAckfriars 9075 

LIVERPOOL: 79 Church Street, | Tel.: ROYal 4021 

LEEDS: Victoria Buildings, Park Cross Street,! Tel.: Leeds 3-3082 
(opposite Town Hall Steps) 

BRISTOL: 44a Queen's Road, 8 Tel.: Bristol 2480! 

GLASGOW: 86 St. Vincent Street, C.2 Tel.: CENeral 3232 

EDINBURGH: 30a George Street, 2 Tel.: CALedonian 6162 


APPLIANCES SUPPIED UNDER THE NATIONAL HEALTH SERVICE 
Trained Retailer-Fitvers throughout the Kingdom. Name and address of nearest Fitter supplied on request. 


Copyright 
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Acnil | 


For the treatment of Acne Vulgaris 


Acnil combines the therapeutic qualities of Resorcinol, 


Cetrimide and Precipitated Sulphur in a masking cream base. 


The base is flesh-tinted to conceal the acne spots during 
treatment and women patients can apply face powder over 
Acnil without detriment to its curative action 


FORMULA 





Resorcinol }$". 
Precipitated Sulphur 3°, 
Cetrimide 3 e 


Basic N.H.S. price 1 oz. pack 2 3d In a masking base. 


The word Acnil is a regd. trade mark of 
Genatosan Ltd., Loughborough, Leics. 
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Medical Products 





OCTAFLEX 








ANTISEPTIC PLASTIC DRESSING 





A plasticised acrylic resin solution containing Octaphen—an effective 
quaternary antiseptic compound. Rapidly forms on the skin, a 
transparent adherent protective film which permits tissue respiration. 
For application to operational sites; for preventing the spread of 
skin infections such as impetigo, ringworm, and perionychia and 
for use as a first-aid dressing. 


Supplied in Aerosol Containers and 2 dm. tubes. 








PENOTRANE 
DETERGENT 


FOR ANTISEPTIC CLEANSING 

















Contains 0.4% phenylmercuric dinaphthylmethane disulphonate 
and 75% triethanolamine lauryl sulphate. A deeply penetrative 
bactericide, fungicide and trichomonacide with powerful cleansing 
activity. Used in recommended dilutions, it is an economical 
antiseptic detergent for cleansing the skin, removing ointments, 
crusts etc; for seborrhoea of the scalp; tinea and for vaginal 





swabbing. 
Supplied in bottles of 100, 500 and 2,000 c.c. 


Detailed literature and professional samples of both these products available on request. 


Saas WARD, BLENKINSOP & CO., LTD. 
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YORK HOUSE, 37 QUEEN SQUARE, LONDON, W.C.1 
Telephone: HOLborn 5992. Telegrams: Duochem, Westcent London 
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The new oral antibiotic 


| therapy for : 
common infections 


’ 
: 

Combines the dramatic new antibiotic ‘CATHOMYCIN’ : 

\ ‘ with Penicillin G, the most widely used ; , 
‘antibiotic ever developed; this alliance achieves ; = 
\ ‘ the added advantages of both, : - 

: ‘ while eliminating gaps in coverage ’ Fa 

. ‘ presented by either 

—_ . 

YA 


/ 
‘ 
antibiotic alone 


‘CATHOPEN’ 


‘Cathopen’ Tablets are indicated for the immediate treatment of a wide range of common 


infections which in the past have frequently been treated with Penicillin alone, often 
with poor results. 


Some important infections where ‘Cathopen’ is indicated 
Tonsillitis. 
Pneumonia. 


Recurrent and persistent 
Acute otitis media. 


Infected wounds. 
carbuncles. Staphylococcal septicaemia 
Bronchitis. and enteritis. 

Breast abscess. Cervical lymphadenitis. 
Vincent’s angina. Osteomyelitis. 
Furuncles. Erysipelas. 


Whitlows and paronychiae. 
Cellulitis. 
Urethritis. 


‘Cathopen’ is easy to administer 


125,000 units. 


ADULTS: Two tablets g.i.d. CHILDREN: According to body weight ; e.g., 50 lbs, one tablet q.i.d. 
Packings: Bottles of 16 (Basic N.H.S. price 26 /8d) and in dispensing bottles of 100. Each ‘Cathopen 
b 


Tablet contains : ‘Cathomycin’ (as Sodium Novobiocin), 125 mg. ; Potassium Penicillin G, 


Literature will gladly be supplied on request 
MERCK SHARP & DOHME LIMITED, HODDESDON, HERTS. 
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Oedema in cardiac patients can now be successfully controlled by Mercloran, 
a mercurial diuretic which is effective when given orally. Two to three Mercloran 
Emplets daily maintain a smooth oedema-free state and eliminate the see-saw 
effect of preparations given intermittently. Mercloran in most cases completely 
eliminates the need for injection. 

However, where it is deemed neccssary to initiate treatment parenterally 
the chemically related compound, Mercardan, is available. 


MERCLORAN...... 


(CHLORMERODRIN N.N.R.) 


EMPLETS: (enteric coated tablets) 
In bottles of 25 and 250 


AND MERCARDAN FOR PARENTERAL USE 


Cah 
° + 
‘py: PARKE, DAVIS & Company, Limited (Inc U.S.A.) Hounslow, Middlesex 
‘tea Tel. Hounslow 236! 
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DIPASIC 
is a chemical compound 
formed by the combination 
of INH and PAS 


in molecular proportions 


Literature availabie on 
request 











BENGUE: & COMPANY LTD. Manufacturing Chemists 


MOUNT PLEASANT »& ALPERTON >» WEMBLEY >» MIDDLESEX 


Bengue & Co. Ltd. make “ Dipasic ”” available in the United Kingdom by errangement with 
Ed. Geistlich Sons Led., Welhusen (Switzerland) 
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the quantity needed to depress 


Practitioner, January, 





NULACIN 
THERAPY 


—Simple, safe, effective 


A Nulacin tablet effectively depresses the con- 
centration of gastric HCI in peptic ulcer and 
other conditions of hyperacidity. It also provides 
protection against gastric HC! to the otherwise 
unprotected oesophageal wall and in such con- 
ditions as oesophagitis and hiatus hernia. 

UPPLY. Nulacin tablets may be prescribed 
on E.C,.10. The dispensing pack of 25 tablets is 
free of Purchase Tax. (Basic price to N.H.S.: 
2/-). Also available in tubes of 12. 


HORLICKS 
LIMITED 


“Se sa pli a GR eee 








Antacids, The Practitioner, January, 1957, 178: 43 

Antacids in Peptic Ulcer, The Practitioner, January, 
1956, 176: 103 

Recent Advances in the Ulcerative Diseases of the 
Gastro-intestinal Tract. Amer. J. Gastro., Decem- 
ber, 1956, 26: 665 

Ambulatory Continuous Drip Method in the Treat- 


ment of Peptic Ulcer, Amer. J. Dig. Dis., March, 

] 1955, 22: 67-71 
Management of Peptic Ulceration in General 
Practice, Med. World, December, 1954, 81: 591-601 


Clinical Investigation into the Action of Antacids, 
The Practitioner, July, 1954, 173: 46 





“an approach to the ideal is provided 

by a slowly dissolving antacid tablet which 

is lodged between the gum and cheek. Thus, with 
each act of swallowing, alkali is carried down over 
the gullet to the stomach. It is remarkable how little is 


concentration (pH) of gastric 
first such tablet (‘nulacin’). 
1967 


Pharmaceutical Division, Slough, Bucks. 
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Control of Gastric Acidity by a New Way of Antacid 
Administration, J. Lab. Clin. Med., 1953, 42: 955 

The Effect on Gastric Acidity of ““Nulacin” Tablets, 
Med. J. Aust., 28th November, 1953, 2: 823-824 

Discussion on Peptic Ulceration, Proc. Roy. Soc. 

, May, 1953, 46: 354 

Medical Treatment of Peptic Ulcer, Med. Press, 
27th February, '952, 227: 195-199 

The Control of Gone Acidity, Brit. Med. J., 
26th July, 1952, 2: 180-182 
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66 The one drug which has 
proved the test of time 
as a basic constituent of 
any air sickness remedy 
is undoubtedly 
Hyoscine hydrobromide 99 


Extract from an article in 
THE PRACTITIONER 
May. 1957-—“Prevention and 
Treatment of Air Sickness’ 
P.627 





Hyoscine Hydrobromide “ 
is the basic constituent of 


E. GRIFFITHS HUGHES LTD,, MANCHESTER. 1/6 FOR 10 TABLETS 











Nidoxital 


TRADE MARE 


CAPSULES 


make more mornings 
“good mornings” 7") jy, 


KC 


a 


for patients with _ 


nausea and vomiting 
of pregnancy 


LITERATURE ON REQUEST 


Ortho Pharmaceutical Limited 
High Wycombe - England 
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Relief of 
Rheumatic Pain 
in 

General Practice 


It has been estimated that 8 out of 10 
patients go to their doctors with some form 
of rheumatic complaint. In all cases, the 
first aim is prompt relief, preferably calling 
for no supervision in administration. An 
effective and safe remedy is massive aspirin 
dosage in the form of Berex tablets. 


Clinical study* has shown that the cal- 
cium succinate in Berex prevents toxicity 
from massive dosage. The prothrombin 
level is maintained and there is no haemor- 
rhagic tendency, even after prolonged 
dosage. Your patients can enjoy prolonged 
relief, in safety, by reducing the initial 
dosage as soon as the pain diminishes. 
Side effects—including gastric — are 
fewer and milder, if present at all. 


Experimentally, by Warburg test, it has 
been shown that the inhibitory action of 
salicylate on tissue respiration 1s completely 
offset when it is combined with succinate. 
Succinate encourages cellular respiration 
and stimulates the respiratory enzyme sys- 
tems. It is to this stimulating action that the 
beneficial effect of succinate is attributed. 


* “No abnormal prolongation of prothrom- 
bin time even after 68 days of succinate- 

salicylate.”’ **The results also show that this 

succinate-salicylate formulation combines 

safety and efficacy, permitting wide use both 

for treatment and maintenance without the 

excessive supervision required in many other 
forms of therapy.’ Delaware State Med. J., 

1954, 26,22. 


FORMULA: Cal 

acetylsalicylic acid 7? gr 
IN TABLET FORM: basic N.HS. price 
4/84d.— 100 tablets; 24/3d 600 tablets. . 
Berex has never been advertised to the public 


succinate 2-8 gr. 





MEDSCAL DEPT., CLINOD PHARMACEUTICALS LTD. 
BELVUE ROAD, NORTHOLT, GREENPORD, MIDDLESEX. 


BEREX.... 


For prompt relief of pain associated 
with all forms of rheumatism 


A professiona my gladly sent on request to: 





































RHEUMATIC PAIN, it is esti- 
mated, brings 8 out of 10 patients 

to the surgery. Prompt and prolonged 
relief can safely be given, in all 
forms of rheumatism, by Berex 

in massive and prolonged dosage. 


















ANNOUNCEMENTS A25 
TTT SL 











for the 


harassed 
patient 
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+ Smoothly and unobtrusively 
*Drinamyl Spansule’ gives the haras- 
sed housewife, the overworked business 
man or the menopausal woman day-long relief , 
from tension —with just one oral dose. *Drinamyl a 
Spansule’ does not tempt the patient to es- 
tablish the melancholy t.i.d. or q.d. habit of 
taking ‘another pill to keep me going’. 
Harassment and worry are replaced ky 
by a day-long mood of 
calm composure. 


*Drinamyl Spansule’ sustained release capsules 
Strength No. 1: each capsule contains 10 mg. 
‘Dexedrine’ (dextro-amphetamine sulphate) and 
64 mg. (gr. 1) amylobarbitone. 

Strength No. 2: each capsule contains 15 mg. 
‘Dexedrine’ (dextro-amphetamine sulphate) and 


6 97 mg. (gr. 14) amylobarbitone. 
Both strengths in containers of 30 capsul: 


Drinamyl Spansule 


& Smith’ Kline & French Laboratories Ltd 
Coldharbour Lane, London SEs 
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Xylocaine 


Viscous 





for upper gastrointestinal 


surface anaesthesia 


XYLOCAINE VISCOUS: Bottles of 150 ml. containing 
Lignocaine Hydrochloride B.P.C. 2%, in an agreeably flavoured base. 
Surface anesthesia is obtained with Xylocaine Viscous in 
the gastrointestinal tract from the mouth down to and 
including the upper part of the small intestine. The pre- 
paration is viscous enough to form an adherent layer and 
has a low enough surface tension for good spreading on the 
mucosa. The “ dumping syndrome,” postoperative vomit- 
ing or hiccup, cardiospasm and pylorospasm, and anzs- 
thesia of the mouth and pharynx before passing gastroscopes 


or bronchoscopes, are indications for Xylocaine Viscous. 


DUNCAN, FLOCKHART & CO LTD 


Wheatfield Road, The Doctors’ 4 Carlos Place, 
EDINBURGH, 11 House LONDON, W.1 


Xylocaine (Regd.) 1s manufactured in Scotland under licence from Astra Lid., Sodertalje, Sweden. 
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You can use 


Elastoplast Plaster... 


.-- On its own 


* to strap a dislocated thumb. 
One-inch Elastoplast Plaster is 
used applied spica-fashion. 


* to cover impetigo lesions, 
allowing undisturbed 
self-healing. 


...Or to keep a 
dressing in place 

* in cases where it is preferable 

to cut an individual strip rather 


than to use a ready-made 
first-aid dressing. 


ELASTOPLAST PLASTER is flesh-coloured, made from light-weight cloth, 
and ideal for on-the-spot strapping and retention of dressings. It is far more 
comfortable and more efficient than a rigid plaster. 


ELASTOPLAST: elastic zinc oxide plasters B.P.C. 
1” or 2” x 1}/2 yds stretched and 1” x 5/6 yds stretched 


WATERPROOF ELASTOPLAST Plaster 
plastic strapping 1” x 1 yd and 1” or 2” x 3 yds 


SMITH & NEPHEW LTD + WELWYN GARDEN CITY +- HERTS 


Outside the British Commonwealth Elastoplast is known as Tensoplast 


(Sen) 
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Anxiety States 


Seconesin is the ideal daytime sedative. 


It gives patients a feeling of pleasant relaxation 
while keeping them mentally alert. 

Seconesin is of social as well as therapeutic value 
because it helps patients to stop excessive worrying 
over things they cannot control and to concentrate 
on the work which must be done each day. 





Seconesin is safe and acts promptly. 






COMPOSITION: Each tablet contains: 
Mephenesin 400 mg. Secobarbital 30 mg. 
PACKINGS: Bottles of 25, 100, 500 tablets. 







SECONESIN 


TRADE MARK 









THE CROOKES LABORATORIES LIMITED - PARK ROYAL - LONDON NW10 Ss) 











WARNER 





| 
urinary tract mifections | 


William R. Warner & Co. Ltd. 
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UROLUCOSIL 


UROLUCOSIL 


UROLUCOSIL 


DOSAGI 


PRESENTATION 


COSI 


the acute infection 


urolucosil 


is a very soluble sulphonamide which is rapidly excreted, 
largely unchanged, in the urine. 


is effective in about one-fifth of the dosage used for most 
sulphonamides. Obstruction due to crystalluria does not occur; 
extra fluids are not required during UROLUCOSIL therapy and 
are contraindicated, serving only to dilute the concentration of 
UROLUCOSIL in the urine. 


is non-toxic and is free from side-effects. Twenty-five tablets, 
taken over 4-7 days, usually suffice to control an acute in- 
fection. 


Low dosage. 

Rapid absorption and excretion in active form. 
High solubility—no risk of obstruction due to 
crystalluria. 

No side-effects. No blood dyscrasias. 

No disturbance of intestinal flora. 


ADULTS One or two tablets five or six times a day. 
CHILDREN Half to one tablet five or six times a day. 


Fiuid intake should not be increased. In most cases, five tablets 


daily for 5 days will render the urine sterile. 


Urolucosil tablets each contain sulphamethizole 0.1 G. and are 
available in bottles of 25, 250 and 1,000. 


The basic N.H.S. cost of one week’s treatment with Urolucosil is 
1/10}d. for 25 tablets and Urolucosil is therefore an outstandingly 
economical means of treating acute urinary tract infections. 
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the chronic fection 





mandelamine 


MANDELAMINE is bactericidal and bacteriostatic for a wide range of pathogens, 
particularly B. coli and Streptococcus faecalis, two of the 
organisms most often responsible for urinary tract infections. 


MANDELAMINE is non-toxic and virtually free from side effects. It is eminently 
suited to prolonged administration. 


MANDELAMINE docs not give rise to resistant strains and is not involved in the 
phenomenon of cross resistance. 


MANDELAMINE is economical for prolonged use. 


Safe for long-term prophylaxis and therapy. 
Suitable for use with antibiotics and sulphonamides 
to ensure that acute infections do not become 
chronic. 

Effective against a wide range of pathogens. 

Renal insufficiency is the only contra-indication. 


DOSAGE ADULTS Two Mandelamine Hafgrams three times aday. 
CHILDREN One Mandelamine tablet (0.25G.) three times 
a day. 
INFANTS One tablet (0.25 G.) twice a day. 


PRESENTATION Mandelamine Hafgrams (0.5 G.) are available in bottles of 30, 250 
and 500. 


Mandelamine Tablets 0.25 G. are available in bottles of 60, 500 and 
1,000. 
COST The basic N.H.S. cost for one week’s treatment is :— 
Mandelamine Hafgrams (0.5 G.) 6/1d. for 42. 
Mandelamine Tablets (0.25 G.) 1/7$d. for 21 
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pyridium 
analgesia in urimary tract mfections 


PYRIDIUM has been very widely used for many years as an oral analgesic 
for urinary tract pain. 


PYRIDIUM has a marked analgesic action on the urogenital mucosa: it 
provides effective relief of such symptoms as dysuria, 
frequency, and strangury. 


PYRIDIUM helps to relax the sphincter of the bladder, thus relieving 
retention and promoting the complete elimination of infected 
urine. 


PYRIDIUM is a valuable analgesic agent in cystoscopy and following 
urological surgery. 


PYRIDIUM tablets each contain 0.1 G. of phenylazo-a-a’-diaminopyridine 
hydrochloride. 


Note : Pyridiur i rapidly laminated kidneys and colour 


Effective analgesia in less than 30 minutes. 
Suitable for use in conjunction with Urolucosil, 
Mandelamine, antibiotics and sulphonamides. 
Analgesic action confined to the urinary tract. 
Side-effects are extremely rare. 


The colouration of the urine is often psychologi- 
cally beneficial. 


DOSAGE ADULTS Two tablets three times a day before meals. 
CHILDREN | 9-12 years, one tablet three times a day. 


PRESENTATION  Pyridium Tablets are available in bottles of 25 and 500. 


COST The basic N.H.S. cost of Pyridium is 4/2}d. for 25 tablets. 


William R. Warner & Co. Ltd., London and Eastleigh. 
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KOLANTYL 
TABLETS 


for peptic ulcer therapy 














NOW IN 
CONVENIENT 


ROLL-PACKS 


and 
considerably 
reduced in 
pricex 











KOLANTYL GEL 


EACH TABLET OR 10 C.C. OF GEL 





For cases where a liquid preparation is 





| CONTAINS 
preferred, ‘Kolantyl’ is available in a palatable, Merbentyl’ (diethylaminocarbethoxybicyclohexy! 
‘ — . hydrochioride - 5 mg 
easily-administered fluid form as — | Aluminium Hydroxide Ge 400 me. 
<e i Magnesium Oxide 200 mg. 
‘Kolantyl’ Gel. This is particularly acceptable y ¢ a iS me 
. . , - mg 
when taken in milk. Like the tablets, 
DOSAGE 
‘Kolantyl’ Gel contains balanced antacids, Kolonty!’ Gel: 4 teaspoonfuls 3 or 4 times daily, 
wit! r wit? to iittie woter or m . 
a spasmolytic agent, a demulcent and | ‘Kolantyl’ Tablets: 2 tablets 3-4 times daily, 
: | In severe cases 2 tablets every 3 hours. 
an antilysozyme and antipeptic agent— 
ysozy pep g | packs 
in one economical product. | ‘Kolantyl’ Gel—12 oz. bottles 
Kolanty!’ Tablets—cartons containing 4 or 20 


roll-packs (48 or 240 tablets respectively) 





Merrell 
Recsereh SKNOW 6/6 & 30/4 BASIC N.H.S. COST 


KOLANTYL TABLETS & GEL 


complete convenient and economical peptic ulcer therapy 


distributed in the ted Kingdom & Irish Republic by 
RIKER LABORATORIES LIMITED, LOUGHBOROUGH, LEICS. 


for the Wm, S. Merrell Company, London, 
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For allergic conditions in children.... 








Sandosten Syrup 


(with CGalcium-Sandoz) 


We Regd. Trade Mark for thenalidine 


Bottles of 7 fl. oz. Basic N.H.S. price: 7/- 
SANDOZ PRODUCTS LIMITED, LONDON W.! 
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unhappiness 
embarrassment 
insecurity 
the cruel companions of acne 


Eskamel for acne 





ESKAMEL — sulphur, 
resorcinol and hexachloro- 
phene in a special grease- 
free, flesh-tinted base — 


brings rapid improvement 


oe 


in acne, often in a few 
days. ‘ Eskamel’ raises the 
patient’s morale: the flesh- 
tinted base masks unsightly 
? acne lesions,and is virtually 
* wl pet kh . invisible when applied. 


@ Smith Kline @ French Laboratories Lid., Coldharbour Lane, London SE5 
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for effective treatment of... 






Tablets 


Suppositories 


Ampoules 





chronic bronchitis, pulmonary congestion, 
asthma, and allied chest conditions. 


cardiac failure, angina pectoris, Cheyne- 
Stokes’ breathing, and other heart 


conditions. 


oedema and ascites, renal failure. 


PHYLATE 


ORALLY - PER RECTUM - PARENTERALLY 


ETOPHYLATE—soluble, neutral, stable theophylline 
ethanoate of piperazine—a powerful broncho- 
dilator, cardiac and respiratory stimulant. 


—250mg., for continuous, oral administration, 
without nausea or gastric irritation. Bottles of 25, 
100 and 500. 

—500mg., for prompt, prolonged action in both 
hospitalised and ambulant patients. Boxes of 12 
and 144. 


—500mg. in 2c.c., for intramuscular injections only, 
painless and without discomfort. Also 500mg. in 
5c.c., for intravenous and intramuscular injections. 
Boxes of 6 and 50. 


Etophylate is also available with Papaverine and Phenobarbitone 





ETOPHYLATE is prescribable on the N.H.S. 
Samples and details on request 


RONA LABORATORIES LTD 


12-13, MOLYNEUX STREET, LONDON, W.1 
Telephone: AMBassador 4437/8 











QUADRIN 


NON-HORMONAL TREATMENT FOR' THE 


PREMENSTRUAL SYNDROME 


REDUCES— 


Sodium and water retention, 
source of central and 


autonomic nervous disorders. 
FORMULA 


Ammonium chloride 0.3 g. COMBATS— 
Reserpine 0.2 mg. ue 
Memateenies The central and autonomic 


methyl-bromide 0.5 mg. nervous symptoms and 


Caffeine 0.03 g. the tendency to hypertension. 


Presented in bottles of 50 
sugar-coated tablets. RELIEVES— 


Available under N.H.S. The spasmodic pains in the pelvis, 


prescription. abdomen and breasts. 











a 


_A birthright safeguarded... 


in antepartum 
nipple conditioning 


7 and postpartum 
nipple care 


a 
Mass cream contains: 

9-amino acridine and allantoin ina 

non-greasy, odourless and stainless cream base 


Ortho) 


WY 


Ortho Pharmaceutical Limited 
High Wycombe - England 











ANNOUNCEMENTS 


an all-round defence against 


in 


The relief of pain is rightly 
the patient's just insistence. 
Effective alleviation may be 
obtained in 
producing conditions which 


many pain 


increase seasonally. 
Rheumatism, lumbago, 


arthritis, coryzal and 


influenzal aches are but some 


of the common ailments 


} 
‘ 
: 


all its phases 


which call for a rapid form of 
therapy. Hypon Tablets fulfil 
the requirements of a safe 
analgesic without any 
untoward side effects being 
experienced. Caffeine and 
phenolphthalein present in 
Tablets 
which 


best in its category. 


Hypon ensures a 


preparation is the 


FORMULA: 
B.P. 


Acid Acetylsalicyl 
40.22% Phenacet. B.P. 
48.00% Caffein B.P. 2.00% 
Codein. Phosph. B.P. 0.99% 
Phenolphthal. B.P. 1.04% 
Ercip. 7.75% (each tablet 8 
grains) 


HYPON 
TABLETS 


Prescribe Hypon Tablets by name 


CALMIC LIMITED, CREWE. Phone CREWE 3251-5 LONDON: 2 Mansfield St., W.1. Phone LANgham 8038-9 





AUSTRALIA: 458-468 Wattle Street, Ul imo, Sydney, N.S.W. CANADA: Terminal Building, York St.. Toronto 
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Some minutes after applica- 
sion the skin becomes flushed 
und there is a comforting feel- 
ing of warmth which persists 
for many hours. 


RIU)BIRIYMIEIN|T 


Rubrimeni relieves pain in 
such conditions as muscular 
rheumatism, fibrositis, strains 
and sprains. 


A new long-acting rubefacient— 


safe and effective 


RUBRIMENT containsa new substance, the 
* benzyl ester of nicotinic acid, which gives a long- 
lasting rubefacient effect. Experimental studies 
have shown that even after prolonged and re- 
peated application no damage or irritation to 
the skin structure was caused. 

Ten minutes after application there is a feel- 
ing of warmth and the area becomes flushed. 


This redness is due to the dilation of the small 
cutaneous blood-vessels. Clinical reports have 
been received of the efficacy of Rubriment for 
relief in such conditions as muscular rheuma- 
tism, lumbago, fibrositis, strains and sprains. 
The immediate and prolonged vasodilatory 
action of Rubriment also provides relief for 
unbroken chilblains. 





Available in two forms Rubriment (2.5% 
nicotinic acid benzyl ester and 0.1% Capsicin) 
is available either as a cream or as a liniment, 
both of which are non-greasy. 

The cream is rapidly absorbed and needs 





only gentle application. It is supplied in tubes 
of 20 g. (approx.). Basic price to N.H.S., 2/2d. 
The liniment lends itself to massage, if this 
is required. It is supplied in bottles of 2 fi. ozs. 
(approx.). Basic price to N.H.S., 3/-. 








Directions for use One application per day has 
been found to be effective for the majority of 
patients, though a fresh application may be made, 


if necessary, at more frequent intervals. Rubriment 
is not advertised to the public and can be pre- 
scribed on E.C.10. 


RUBRIMENT Horlicks Limited 


PHARMACEUTICAL DIVISION 


SLOUGH BUCKINGHAMSHIRE 
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The original easy-to-take, 
two-in-one tablet 








for the prompt and 
prolonged relief of 
ASTHMA 


ISO-BRONCHISAN was first produced in 1953 and offers a fresh approach to 
the problem of effective asthma control. The tablets, which are pleasant to 
take, have a coating containing easily dissolved Isopropyl-Nor-Adrenaline, 
a most potent bronchodilator, which, when absorbed by the sublingual 
route, produces the prompt relief of bronchospasm. The rest of the tablet, 
when swallowed, releases Ephedrine and Theophylline in balanced propor- 
tions and these, slowly absorbed along the alimentary tract, ensure long 
sustained antispasmodic action on the bronchial smooth muscle. 


ISO-BRONCHISAN 


IMMEDIATE RELIEF Prescribable on Form E.C. 10. 





Each tablet contains Isopropyl-Nor-Adrenaline 
Cures sulphate er: 23 “6 -Y —_— 
PROLONGED ACTION chlor. gr. 2/5; Theophylline gr. 2. In tubes o! 
20 tablets and bottles of 100 tablets. Tablets con- 
taining smaller quantities of the effective in- 
gredients are now available for use in Paediatrics. 





Samples and literature available on request : 


SILTEN LIMITED * SILTEN HOUSE * HATFIELD * HERTS * ENGLAND 
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Edrisal 





Women with dysmenorrhoea commonly have 
depression and uterine cramps, as well as pain. 

All three symptoms are relieved by ‘Edrisal’ tablets. 
‘Edrisal’ combines the analgesic action of 

aspirin and phenacetin with the anti-spasmodic, 
anti-depressant effects of ‘Benzedrine’. The 

pain is alleviated ; the uterine cramps relieved ; 


the patient’s gloom dispelled. 


relieves the pain, the depression 
and the cramps of dysmenorrhoea 


Smith Kline & French Laboratories Ltd. 
Coldharbour Lane, London SE5 
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“ This extraordinary drug” 


In 

Prolapsed 
Intervertebral 

| Disc 


Butazolidin 
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Two recent reports praisc the high value of 
BUTAZOLIDIN in the treatment of disc lesions 
One author, reporting a ‘90% success rate” 
in over 50 cases and ‘‘ dramatic relief in the 
first 36 to 40 hours,’ expressed his belief that 
it performs a ‘‘ medical manipulation.” (1) 
The second author stated that ‘‘in all the 
patients (25) the relief from pain was rapid and 
the condition was usually cured by the end 
of the 6-week period.’’ (2) 

1. Lancet, i (1956), 966 and 1069 

2. idem 1069. 


Detailed literature is available on request 


Geigy Pharmaceutical Company Lfd., Wythenshawe, MANCHESTER 23 
PH.104e 
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- Reducing needs 


: determination... 





Many obese patients while anxious to reduce find it difficult 


to keep to a prescribed diet. In cases such as these PRELUDIN 





is the complete answer because, by its action on the appetite 
reguiating centres in the hypothalamus, it curbs the desire 
to overeat and, since it affects neither heart nor the blood 
pressure, it can be safely prescribed in cases of cardiovascular 


disorders or hypertension. 


PRELUDIW 


Brand of 2-phenyl-3-methyl-tetrabydro-1, 4-oxazine hydrochloride 


| 


Manufactured and distributed in England by Pfizer Ltd., Folkestone, Kent, for @ 
Cc. H. Boehringer Sohn, ingetheim am Rhein ; 
Registered Proprietors of the Trade Mark. *Regd. Trade Mark. i 



























By simultaneously controlling both 
inflammation and infection Terra-Cortril 
heals varicose ulcers more ~ 
quickly. Irritation is reduced to the 
point where the patients are freed 
from the temptation to scratch, and the spread of 
infection is prevented. Since healing 
is rapid permanent scarring is limited. 


two aspects 
of treating 


varicose ulcers with 


 Terra-Cortril 


brand of oxytetracycline hydrochloride and hydrocortisone 


control of inflammation 
Terra-Cortril contains hydrocortisone free alcohol. 
It therefore rapidly relieves local inflammation and 
reverses allergic reactions. 


control of infection 
Terra-Cortril contains Terramycin. This antibiotic, 
besides having a wide range of effectiveness is 
particularly well suited to use on the skin, since it 
rarely causes local sensitisation. 





applying Terra-Cortril 

The ointment should be applied to the 
ulcerated areas and firm band- 
aging should be 

Terra-Cortril Topical Ointm 

10 mg. hydrocortisone free alcohol and 
30 mg. oxytetracycline in 
each gramme of 


petrolatum base. The 
ointment is in tubes of ¢ oz. 

(Pfizer) PFIZER LTD - FOLKESTONE + KENT = “dio si ie 
*Trade Mark of Chas. Pfizer & Co., Inc. 








is there a ‘best’? antibiotic 
for routine use in 


General Practice? 


In general practice the ideal method of selecting an 
antibiotic—laboratory determination of precise sensi- 
tivity—is often impracticable. It causes delays which 
may be dangerous and, applied consistently by every 
general practitioner, would grossly over-load avail- 


able laboratory facilities. 


In general practice, therefore, the need is for an 
antibiotic which clears almost all common infections 
quickly, and with a minimum of undesirable side 
effects. Simplicity of dosage is an added advantage, 
particularly where administration must be left to 


relatives or parents. 





PFIZER PHARMACEUTICALS 





aa a Manufactured at Sandwich and proce 
F: aad 








The value of SiGmamycin 


OLEANDOMYCIN TETRACYCLINE 


in General Practice 


Over the whole range of infections susceptible to 
tetracycline, Sigmamycin offers enhanced potency, 
producing faster and more complete eradication. 
Matromycin* (the Pfizer brand of oleandomycin) is an 
exceptionally well-tolerated antibiotic. Its inclusion in 
Sigmamycin permits a reduction in the dose of tetra- 
cycline. Dosage is unusually simple: moderate infections 
in adults, one 250 mg. capsule every six hours; severe 
infections, two 250 mg. capsules every six hours. In 
overwhelming infections a further increase may be 
needed and may safely be given. 

Sigmamycin is, therefore, a carefully calculated com- 
bination of antibiotics designed to offer enhanced 
activity, improved tolerance, and a simple scale of 
dosage over the whole range of ‘general practice’ infec- 
tions. The remarkable characteristics of this very 
successful combination have been amply demon- 
strated by extensive clinical trials. 

1 4 full summary of current information on Sigmamycin, together with a 

review of clinical trials, is available upon application. 

Sigmamycin 250 mg. capsules, each of which contains 167 mg. tetra- 
: cycline and 83 mg. oleandomycin, are available in bottles of 16 and 100 

Sigmamycin 50 mg. capsules, each of which contains 33-3 mg. tetra- 

cycline and 16.7 mg. oleandomycin, are available in bottles of 25 


and 100, 
* Trade Mark of Chas. Pfizer & Co., Inc 


| processed at Folkestone, Kent CD 








Restoring Mobility 


in severe a , 
rroumaod Deftacortril 
arthritis ig tot g" 


“...more effective than von ga cr drug in the control of the signs 
and symptoms of rheumatoid arthritis.” Lancet (1955) ti, 1393 


Tablets containing 5 mg. prednisolone in bottles of 10, 20, 100, 500, 
and 1,000. Tablets containing 1 mg. prednisolone in bottles of 100. 


in less severe 


* 
ca 
rheumatoid D Ht leycortril 
arth ritis C7 di prednisolone and acetylsalicylic acid 
“Four hundred cases of various types of arthritis were created . . . 


with notable improvement and with a minimum of side effects.” 
Ohio State Med. J. (1956) $2, 722 


Each tablet contains 0.5 mg. prednisolone and § grains acetylsalicylic 
acid, Available in bottles of roo. 


Pfizer) PFIZER LTD - FOLKESTONE: KENT 


* Trade Mark of Chas. Pfizer & Co., Inc. 
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the spasmolytic with a 
specific point of attack 


Because the action of Buscopan is specifically 
upon the hollow organs of the abdomen 

and the genito-urinary tract it relieves spasm 
quickly and smoothly without giving rise 

to unpleasant side-effects. Cases of gastric or 





; duodenal ulcer, renal and biliary colic and 

i spasmodic dysmenorrhea will respond readily 
to its action. Accurate differentiation between 
organic obstruction and spastic conditions is 
often obtained by the use of Buscopan. 





% 
B U boat Cc oO aa A N hyoscine-N-butylbromide 


Manufactured and distributed in England by Pfizer Ltd., Folkestone, Kent for 
Cc. H. Boehringer Sohn, Ingelheim am Rhein 
Registered proprictors of the Trade Mark # Regd. Trade Mark 
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(Jastric 


Irritation 





AND aspirin 


. ; cape? : ‘ a ‘ »” 
i Aspirin is a Serious gastric irritant, particularly in peptic ulcer patients. 


to alt sues 
‘Catcium aspirin... can be used with impunity, especially if pre- 


99 


scribed in soluble form. 





British Medical Journal, July 2nd, 1955 





i SOLPRIN provides calcium aspirin in pure and stable form. 
CcCoDIS is a compound tablet that provides codeine and 


phenacetin, and calcium aspirin which replaces 
the ordinary aspirin in tab. codein. co. B.P. 


Neither SOLPRIN nor CODIS is advertised to the public 


RECKITT & COLMAN LTD., HULL & LONDON (PHARMACEUTICAL DEPT., HULL) 
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Phone: WATFORD 4708 


“PBritish-Bee-Venom”’ 


British Therapeutic Substances Act, Licence No, 54 
injections for 


Rheumatism 


AND FOR DESENSITIZATION AGAINST BEE STINGS 


1931—ANTIBODY PRODUCTS LTD., BUSHEY, ‘HERTS—1957 


INSTRUMENTS 
FOR 
VARICOSE VEIN 
SURGERY 


Depressor for pressure control of 
haemorrhage after avulsion, reduces 
bruising. 

Myers Vein Stripper, 36” spiral wire 
with a %” or 4” diameter acorn head. 
(Also double ended model with de- 
tachable heads now available.) 
Retractor with solid blade. 
Self-retaining retractor. 


Enquiries welcomed for these and all 
other types of Surgical instruments 


JOHN BELL & CROYDEN, Wigmore Street, London, W.! 


Telephone: WELbeck 5555 Telegrams: Instruments, Wesdo, London 
MAKERS OF SURGEONS’ INSTRUMENTS AND HOSPITAL EQUIPMENT 

























The 


‘Hydro 
Quartet 


Hydrocortisone preparations for the 
treatment of lesions of the 
SKIN, JOINTS, NOSE, AND EYES 


OINTMENT 
‘Hyd roderm’ 


HYD ROCORTONE - 
NEOMYCIN - BACITRACIN 


For inflammatory conditions of the 
skin, especially when infection is 
present Tubes of 5 G.and 15 G 


TABLETS 
‘Hydrodyne’ 
y roc yne 
*HYD ROCORTONE’- ASPIRIN 
Anti-inflammatory, anti-rheumatic, 


analgesic therapy for rheumatic and 
allied diseases Bottles of 100 


NASAL SPRAY 
. 9 
Hydrospray 
*HYD ROCORTONE’- 
*PROPADRIN’- NEOMYCIN 


Safe nasal therapy for hay fever 
rhinitis, polyposis and similar aller- 
gic conditions. Spray bottles of 15 ml 


EYE DROPS 
6 ee 
Hydroptiec 
“HYDROC ORTONE’- NEOMYCIN 
For inflammatory lesions of the 


eye, especially when infection is 
present. Plastic applicator of 5 ml 


Fuller details on application 


MERCK SHARP & DOHME LIMITED 


HODDESDON, HERTS. 


Product names in inverted commas are Trade Marks 
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BRAND DIBUTAMIDE 








A SPECIFIC THERAPY 
FOR DYSMENORRHOEA 


It is difficult to obtain an accurate estimate 
of the incidence of dysmenorrhoea in women 
working in industry. Consideration of the 
voluminous literature on this subject is confusing: 
‘he estimated incidence varies between 3°, and 
90%. It is fairly universally agreed however 
hat dysmenorrhoea ts an ‘mportant cause o! 
recurrent sickness although the magnitude o: 
his cannot be precisely specified. 

The aetiological factors involved in primary 
dysmenorrhoea are numerous, but it appears 
that the immediate cause of pain is ischaemia 
due to uterine muscle spasm. The state of 
general health and psychological factors play 
an important part in the causation of the 
condition, but it is often difficult to define 

| these abnormalities and correct them. 

Attendance to nutrition, exercise and emo- 
onal disturbance are important parts oi 
management, but in addition it is essential to 
rel eve uterine spasm, reduce sensitivity to pain 
and elevate mood. Femerital was compounded 
‘Oo meet these requirements. The preparation 
contains Dibutamide, a new and specific uterine 
antispasmodic, the action of which is unattended 
by side reactions such as hypotension and 
constipation. Salicvlamide and phenacetin are } 
included for the central relief of pain, and 

| caffeine for its mild diuretic and stimulant effects. 

Clinical trials in over 1, cases have 
proved the efficiency of this combination, good 
results being obtained in over 75% of cases. 








Mauu/factured and distributed by 


| M.C.P. PURE DRUGS LTD., 86 STRAND 
LONDON. W.C.2 
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The ability of CHLOROMYCETIN * 
to achieve prompt control of 
infection has proved of value 

in a wide range of conditions. 
The following characteristics 
make Chloromycetin effective 
in the treatment of infections 
due to organisms resistant 

to other antibiotics: 


e It is effective against a wide range 
of pathogenic organisms. 

e Oral dosage promptly produces 
therapeutic blood levels adequate 
to deal with infection due to these 
‘organisms. 

e Appearance of new resistant 
strains is extremely rare. 

e No significant or regular degree 
of cross-resistance with other 
antibiotics occurs. 


~ = . 
4 
—, 


( CHLOROMYCETIN | 


* Trade Mark 
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Can 
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1 : — 
‘py: Parke, Davis & co. LTD. (Inc. U.S.A.) HOUNSLOW, MIDDLESEX 


beam Telephone Hounslow 2361 $ 
438 
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But there are other ways— 
in dealing with seborrhoea capitis 






Simple seborrhoea can be brought under control by the weekly 
use of Genisol, applied in the manner of a shampoo. Genisol 
has been formulated to remove the loose scales, at the same 
time stimulating the production of normal tissue: the inclusion 
of hexachlorophene prevents aggravation of the condition by 
bacterial invasion. 

Persistent seborrhoea capitis quickly responds to the com- 
bined treatment of Genisol-Sebigen. Sebigen should be rubbed 
into the scalp twice daily through numerous partings in the 
hair, followed by frequent applications of Genisol as directed. 












Genisol and Sebigen Prescribable on E.C.10 






Genatosan Limited, Loughborough, Leicestershire. 
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Histamine Dihydrochloride 0.1% Economy without detriment to the 
Capsicin 0.1% 
Excipient q.s. 


treatment of N.H.S. patients. 






Methyl Nicotinate 1.0% 
Glycol Salicylate 10.0% Cremalgin has always meani 





RELIABLE IN TREATMENT INDICATIONS : 
CONSTANT IN ECONOMY Rheumatism Fibrositis, Sciatica, 


Lumbago. Muscular Pain and 
associated conditions. 


| oz. dispensing tube — 1/9d. (basic N.H.S. price) 
16 oz. dispensing jar — 19/6d. (bas'c N.H.S. price) 


WEST PHARMACEUTICAL CO., LTD., 82, VICTORIA ST., S.W.1. Telephone: TAT 2580 








“Oaloxylin-... 


(Liver Extract reinfarced with Vitamin B12) 


For the treatment of pernicious anaemia with or 
without neurologi¢al manifestations and for those 
other types @f macrocytic anaemia which also 
respond to fiver therapy. For sprue and as a 
generaL_4onic 


AN OXOID PRODUCT 





OXOLTD (Medical Dept.) - 16 Southwark Bridge Road - London - SEI - Tel: WATerloo 4515 
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The Ambulatory Treatment 


of Ulceration of the leg 





The plaster used in the manufacture of “ Lestre- 
flex”’ is innocuous to newly formed tissue cells and 
leucocytes and the bandage is unsurpassed in the 
ambulatory treatment of ulceration of the leg. 
It provides a means of alleviating 
pain and promoting rapid heal- 
ing. This bandage is often suc- 
cessful where allergy to other 
bandages has arisen. 
**Lestreflex”’ is also available 
with strip ventilation, assuring 
aeration to the wound. 


LESTREFLEX 


ELASTIC DIACHYLON 
BANDAGE 
AVAILABLE ON E.C.10 





Write for booklet 
describing ambula- 
tory treatment of 
ulceration of the leg. 


DALMAS 


WATERPROOF 
FIRST AID 
DRESSINGS 
The Dalmas Doctor’s 
Cabinet contains 180 
‘ , waterproof dressings in 
y z eight sizes and shapes 


; ‘ plus a wne-yard spool of 
Dalmes Strapping. 


Full details and samples 
available on request. 
DALMAS LIMITED, LEICESTER & LONDON. Est. 1823 
746 
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Working for the Nation’s Children No.9 





His feathers 
were ruffled 


Premature babies are often a problem and I 
heard of one who was having great difficulty 
in feeding. The parents refused to let him 
have treatment and I was asked to see if I 
could get them to see reason. 

The mother, who was unmarried, wouldn't 
let me in, so I went to see the father at his 
place of work and he wasn’t at all pleased to 
see me. I suppose his feathers had been 
ruffled for his first words to me were: “I 
suppose you are another unmarried welfare 
worker who never had any children.” 

I could see he wasn’t a bad fellow and I 
persuaded him to let the boy go into a home 
for proper care for three months. I closed 
the case as the boy was all right and when I 
was in the district some time later I made a 
friendly call. The man was pleased to see 
me and the boy was doing wonderfully well. 
His father said to me: “I wonder if he 
realizes what he owes you.” We chatted 
away for a bit, and then he proudly showed 
me his marriage lines and photos of his recent 
wedding. 

Yes, our job has got its compensations. 
Cases like this—an actual case on the files of 
the N.S.P.C.C.—are dealt with frequently by 
the Society; for the scope of the Society’s 
work is very much wider than cases of 
cruelty or gross neglect. If the Society can 
do anything at any time to help children 
whose welfare, happiness or future is in 
jeopardy, it will do so. This vital humani- 
tarian work depends on your subscriptions 
and support. Please send your contributions 
to the: 


N-S-P-C-C 
ROOM NO. 101, VICTORY HOUSE, 
LEICESTER SQUARE, LONDON, W.C.2 


The N.S.P.C.C. helped nearly 
100,000 children last year 
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CALCIUM-PENICILLIN V 
the most efficient 


oral penicillin 


Calcipen—V is the calcium salt of Penicillin V and offers 


the following advantages in oral penicillin therapy : 
rapid onset of action reliable absorption 
sustained blood levels on 4 to 6 hourly dosage 





Tablets of 60 mg. Penicillin V (as calcium salt). Bottles of 20, 100, $00 
Tablets of 120 mg. Penicillin V (as calcium salt). Bottles of 20, 100, 500 


Detailed ¥terature will be gladly sent on request 
BOOTS PURE DRUG CO. LTD., NOTTINGHAM, ENGLAND 
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== Vitamins in prenatal lite=— 


Vitamins are essential for the normal development of the embryo. 
Severe vitamin deficiencies during pregnancy, apart from their ill-effects 
on the mother, lead to death or malformation of the foetus. It is known 
from animal experiments that a shortage of certain B vitamins causes de- 
formities in the foetus. Although these results may not apply in detail to 
humans, adequate nutrition during pregnancy has long been considered to 
be of supreme importance. 


Marmite is a useful source of every known factor of the vitamin B 
complex and is widely recommended to expectant mothers. Its appetising 
flavour ensures easy administration; it may be given as a drink made with 
boiling water or hot milk, or in sandwiches, or used in cooking. 


-MARMITE = | 


yeast extract | 























Literature on request / 


MARMITE LIMITED, 35 SEETHING LANE, LONDON, €E.C.3 
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A GENERAL STIMULANT FOR THE 
CENTRAL NERVOUS SYSTEM 


For cases requiring a quick-acting general stimulant without increasing 
the patient's appetite, we consider Amphetone unique. It combines for 
the first time, Dexamphetamine Sulphate and Strychnine with Glycero- 
phosphates and members of the Vitamin B Group. The Dexamphetamine 
provides the convalescent with an immediate feeling of well-being, this 
being followed by the well-known tonic effects of the other medica- 
ments. Clinical reports have been excellent. 

FORMULA Dexamphetamine Sulphate B.P.C., 1/12 grain: 
Strychnine Hydrochloride B.P., 1/60 grain: Calcium Glycero- 
phosphate B.P.C., 2 grains: Sodium Glycerophosphate B.P.C., 

2 grains: Aneurine Hydrochloride B.P., 1/30 grain: Nicetina- 

mide B.P., 1/4 grain: Riboflavine B.P., 1/60 grain: Syrup of 
Blackcurrant B.P.C., 2 fluid drms.: Water, to 1/2 fluid ounce. 


| POISON [s4 | 


Available in bottles containing 10, 20, 40, and 80 fluid ounces. Professional 
prices, 5/3, 9/11, 16/8 and 30/4 each. Samples available on request. 

JAMES WOOLLEY, SONS & CO. LTD., VICTORIA BRIDGE, MANCHESTER 3 
In association with J. C. Arnfield & Sons Ltd. 

London Stockists: May, Roberts & Co., Ltd., 47 Stamford Hill, London, N.16 
Distributors for Northern Ireland: Messrs. Dobbin & Stewart, 47-49 Earl Street, Belfast 


WAI 








ACHROMYCIN V 


TETRACYCLINE BUFFERED WITH SODIUM METAPHOSPHATE 


















makes the therapy more sec is 


Acuromycin V is an improved, oral form of Achromycm tetracycline—already 
recognised as today’s foremost self-sufficient broad spectrum antibiotic. 
Acnromycin V combines Acnromycin tetracycline with sodium metaphos- 
phate to provide more rapid absorption of tetracycline and higher levels of the 
antibiotic in the blood. This is achieved without any increase in the daily 
dosage of the antibiotic. 


Acuromycin V is presented in oral capsules 
containing 250 mg. AcHROMYCIN tetracycline 


and 380 mg. Sodium Metaphosphate. 


% 
Bottles of 16, 100 and 1000 Capsules *REGD. TRADE MARK 
as 
RECOMMENDED posaGe : As for AcHRromycin 1 Gm. eax 


daily for the average adult 








LEDERLE LABORATORIES DIVISION 


Cyanamid OF GREAT BRITAIN LTD, Landon, WER 
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The esters of NICOTINIC, SALICYLIC and 
p-AMINOBENZOIC acids 
bring relief to cases of 

arthritis and rheumatism 































In cases of soft-tissue rheumatism, and 
arthritic disorders, many doctors are tend- 
ing more and more to regard Transvasin 
as an indispensable adjuvant to treatment. 

For Transvasin is composed of the esters 
of nicotinic, salicylic and p-aminobenzoic 
acids. These esters readily pass the skin 
barrier in therapeutic quantities, and so i 
enable an effective concentration of drugs 
to be built up where they are needed.* 

Transvasin not only induces vasodilation 
of the skin with a superficial erythema, but 
also brings about a deep hyperaemia of the 
underlying tissues. It is non-irritant and 
can be safely used on delicate skins. 

It is now being widely prescribed, with 
successful clinical results. Since a very 
small quantity is sufficient for each appli- 
cation, the cost of treatment is extremely 
low. 


* Therapeutische Umschau 
VIIT, 1952, 10, 143. 

















In 1 oz. tubes, basic 100 














1 N.H.S. price in the 
se U.K. 2/6 plus P.T. May be % 
é prescribed on Form E.C.10. 
80. 
Salicylic acid tetrahydrofurfuryl-ester 14% 
Nicotinic acid ethyl-ester 2% ™ 
Nicotinic acid n-hexyl-ester 2% 60 
p-Aminobenzoic acid ethyl-ester 2% 
Water-miscible cream base ad 100% 50: 
| «0 
LLOYD-HAMOL LTD " 
11 Waterloo Place, London, S.W.1. 20: 
Whitehall 8654/5/6 ; 
10° 


“Thank you, doctor” 


Transvasin is the registered trade mark of Lloyd-Hamol Ltd. 
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tablets. Immediate clinical response was satis- 
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BaiTisH Mepicat JoURNAL 

z ACTIVE 1955, 2, 827 

© ULCERS 79 
2 PRESUMPTIVE Summary 
ry ULCERS 19 ““Seventy-nine cases of peptic ulcer and 19 of pre- ) 

< TOTAL 98 sumptive peptic ulcer have been treated with Roter ‘ 

: = 


57% RELAPSE RATE 
IN FIRST YEAR 


TOXIC 57% in the first year: a reduction in the average 1 
EFFECTS: NIL number of relapses was recorded in 15 cases kept } 
on a maintenance dose for one year.” : 














Packings: Tins of 40, 120, 640, and dispensing size 720 
(P.T. exempt). Basic N.H.S. price: 1/- for 10 tablets. 







TABLETS 


Roter Tablets are not advertised to the public and may be pre- 
scribed on E.C.10 forms. Literature and samples on request. 











F.A.I.R. LABORATORIES LTD... TWICKENHAM, MIDDLESEX 
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PANADOL 





BAYER PRODUCTS LIMITED 
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when the clinical problem is soft tissue infection 


Albamycin therapy is also commonly conclu- 
sive therapy in the majority of other “com- 
mon” infections—systemic, intestinal, uri- 
nary tract, respiratory tract, and ear. Clinical 
response is prompt—blood concentrations 
with orally-effective Albamycin are 10 to 50 
times higher than with other antibiotics, and 
significant serum concentrations persist up to 
24 hours or longer. Organisms susceptible to 
bactericidal Albamycin include Gram-posi- 
tive and a certain few important Gram-nega- 
tive pathogens (including many susceptible 
strains of staphylococci and Proteus resistant 


ABSCESS - CARBUNCLE - FELON + MASTITIS 
ERYSIPELAS - OSTEOMYELITIS - INFECTED SEBACEOUS 
CYST, SURGICAL STUMP, OR LACERATION - OTHER 


LOCALIZED SUPPURATIVE PROCESSES 


to other antibiotics). Albamycin is character- 
ized by exceptional gastrointestinal tolerance. 


Adults : 500 mg. every 12 hours, Children: 
15 mg./Kg. of body weight per day, in divided 
doses every 6 or 12 hours. Supplied Alba- 
mycin Tablets, 250 mg., botiles of 16 and 100. 
Albamycin Syrup (125 mg. per 5 cc. tea- 
spoonful), bottles of 2 fluid ounces, 


* TRADEMARK FOR UPIOHN'S BRAND OF NOVOBIOCIN 


we —- 
Upjohn Fine pharmaceuticals since 1886 


UPJOHN OF ENGLAND LTD- CRAWLEY - SUSSEX 

















RECENT ADDITIONS TO GLAXO’S 
EXTENSIVE RANGE 


Delta-Cortelan Tablets 1 mg. and 5 mg. 
(scored). 
Delta-Ef-Cortelan Tablets 1 mg. and 5 mg. 
(scored). 








Ef-Cortelan with Neomycin Skin Lotion 


Ef-Cortelan with Neomycin Skin Ointment 


Ef-Cortelan with Neomycin Eye Drops 


Ef-Cortelan with Neomycin Eye Ointment 
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pe WANDER XD 


the newest proven modification of PAS for safe, acceptable, convenient and 
therapeutically reliable performance in combined regimens with Isoniazid. 


B-PAS (Wander), 4-benzoylamino-2-hydroxybenzoate, first introduced by our 
Research Laboratories in 1948, is an acknowledged contribution to tubcr- 


culotherapy. 
ADVANTAGES 


CALCIUM B-PAS (Wander) is virtually insoluble. 

It provides high blood levels of extended duration. 

It is practically tasteless. 

It is well tolerated and best suited for domiciliary use. 


MULTIPLE PRESENTATION FOR COMBINED REGIMENS 


CALCIUM B-PAS (Wander) is available as such in two convenient forms: 
Powder and Cachets. Content in each form is ranged so that the daily regimen is 
simplified. The 3.5 g. Powders taken with a draught of water or milk are especially 
acceptable. For combined regimens of B-PAS and INAH, ‘B-PASINAH’ 
Powders and Cachets according to preference supply the advantage of concurrent 
therapy in readily acceptable form which practically ensures the patient's 
co-operation in carrying out instructions. 
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Cache! 0 and x10 
Sodium B- ‘PAS Wander) also available in 1.5 g. Cachets 
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*PASINAH’ Cachets of 1.5 g. Sodium PAS and 17, 25, 33 or 50 mg. Isoniazid also available. 
Tins of 100 and 500 


All Wander tuberculostatic products are obtainable from usual pharmacists or direct from 


A. WANDER LTD., 42 Upper Grosvenor St., Grosvenor Sq., London W.1 





CANADA: A. Wander Ltd., Peterborough, INDIA: Khatau b Valabiedes a Co., Indian 
Ontario. AUSTRALIA: A. Wander Ltd., ae tote Gomes treet, Fort, Bombay, 
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Upon many of its victims, hay-fever imposes an almost 
intolerable burden . . . a life sentence of disrupted 
summers. To such patients, ‘ Actidil’ can mean the 
rediscovery of summer’s pleasures. Most potent of all 
antihistamines, ‘ Actidil’ is remarkably quick to take effect. 
Indeed, the interval between administration and onset of 
relief has been reduced to a matter of minutes. Yet these 
exceptional benefits are available to patients of all ages, 
for * Actidil’ has a particularly wide safety margin and 
little tendency to evoke the drowsiness and other 


side-effects so often associated with antihistamine action. 


‘  TODAY’S MOST POTENT ANTIHISTAMINE 


yet safe for your youngest patient 


FOR ADULTS Tablets 
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* Actidil’ per fluid drachm): 
Bottles of 20 fl. oz. 
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Prodexin tablets provide the advantages of alumina buffer therapy 
without its disadvantages. The tablets are pleasant to take and when 
: slowly sucked provide antacid control comparable with that obtained by 
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THE MONTH 


No professional code of conduct is immutable. It must adjust itself to the 
changing concepts of the times. This does not imply any lowering of 
standards. What it does mean is that from time to time a 

The profession must review its code to ensure that it is being 
Symposium adjusted to the times without any lowering of those funda- 
mental standards of moral integrity which are the basis of all 

professional practice. The time has obviously come for such a review in 
medicine. The impact of the Welfare State, with its plethora of certificates 
and its accompanying craze for organization for organization’s sake has not 
been salutary. Too often do we hear remarks such as that quoted by Dr. 
C. A. Clarke: ‘In the old days when you saw two doctors talking to each 
other it was usually about their patients; now they are discussing how much 
money they can make out of the Health Service’. There is sufficient truth in 
this caricature of the profession today to warn us of what might be our fate 
unless we pay careful attention to our standards of professional etiquette and 
ethics. Perhaps two of the most important new problems in this field are the 
relationships between general practitioners and industrial medical officers, 
and the impact of broadcasting and television on the profession. In both 
these spheres strict adherence to the letter of the current codes of practice 
would be to the benefit of neither patient nor doctor. Some modification is 
clearly called for—along the lines indicated by Dr. Lloyd Potter and 
Professor L. J. Witts respectively, in their contributions to our symposium. 
That the subject is one of growing interest is evidenced by the fact that 

a book on the subject has just been published (‘Medical Ethics’. Edited by 
Maurice Davidson, D.M., F.R.C.P. London: Lloyd-Luke (Medical Books) 
Ltd. Price 20s.), which readers will find of interest in amplification of our 
symposium this month. Our symposium provides ample confirmation, if 
such were needed, that standards of professional conduct are not deteriorat- 
ing. There is, for instance, Professor A. P. Thomson’s interesting comment 
that in a hundred years no allegation of infamous conduct involving a breach 
of the rule of secrecy has ever been brought to the General Medical Council. 
On the other hand, the price of professional integrity is constant vigilance. 
There well might be emblazoned on the portals of every administrator’s 
office—from Savile Row down to the smallest country hospital—these 
words from Dr. Lloyd Hughes’ article: ‘In providing for the patient’s 
requirements it is constantly necessary to remember that the purpose is 
much more important than the organization and that all the arrangements 
which are made should have full regard for the rights and privileges of the 
patient as a human being and an individual member of society’. 
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LN these days of totalitarianism, when practically every mail brings some new 
‘don’t’ from Savile Row, St. Andrew’s House or the local Town Hall, it is 
refreshing to read an official document which relaxes re- 
The strictions and commits the unpardonable bureaucratic sin of 
Curriculum giving increased freedom to those concerned. This, in effect, 
is what the General Medical Council has done in its new 
‘recommendations as to the medical curriculum’. They are a tremendous 
advance on the 1947 Recommendations, which they replace, and they are a 
statesmanlike recognition of the fact that, provided certain basic principles 
are observed, flexibility is the key-note of progress in medical education. 
Only a few of the more important features can be summarized here. Stress 
is laid upon the desirability of encouraging interdepartmental teaching 
throughout the whole curriculum. In the preclinical period this means that 
‘every effort should be made to secure close correlation in the teaching of 
anatomy, physiology, and biochemistry, and to stress wherever opportune 
the importance of these subjects in their clinical application’. No longer is it 
a requirement that the student should dissect the whole body. It is con- 
sidered ‘desirable’ that students should reside in hospital for a part of their 
time of clinical clerkship, and that ‘the student should be given oppor- 
tunities to learn something of the work of the general practitioner’. Stress is 
also laid upon the desirability of impressing upon students the importance 
of the interrelation of the physical, psychological and social aspects of 
disease. Few, if any of these recommendations are new, and most of them 
are already being carried out in one or more of the medical schools of the 
country. What is new and important, however, is that the pioneer efforts of 
the more enterprising medical schools have received official commendation, 
and that the Council’s rules have been sufficiently relaxed to allow medical 
schools to experiment. Within limits, which are obviously essential to th: 
maintenance of the requisite standards, the medical schools have been given 
the ‘all clear’ to obey John Hunter’s famous dictum. We trust that the 
Universities will not be slow to accept this challenge. In many ways the whole 
future of medicine lies in their hands. The soul of medicine can only be 
preserved if the Universities present the nation with the right type of doctor 
trained in a liberal atmosphere and imbued with that respect for individual 
freedom which is the basis of all sound medical practice. 


To many a disgruntled British doctor the United States appear to be the 
promised land of unfettered free enterprise, untouched by the creeping 
paralysis of ‘socialized medicine’. To those who suffer 

The American from this delusion—for delusion it is—we would com- 
Scene mend a careful study of ‘Challenges to Contemporary 
Medicine’ by Alan Gregg (Columbia University Press. 

London: Oxford University Press, 1957. Price 24s.). This challenging, some 
would prefer to say provocative, study of the current American scene is of 
importance, not only because of the subject but also because of the authority 
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with which the author can speak. Now Vice-President-Emeritus of the 
Rockefeller Foundation, as director of the Division of Medical Education of 
the world-famous Foundation Dr. Gregg acquired a unique knowledge of 
medical educational problems throughout the world. As he himself points 
out, he had the ‘unusual experience of visiting, once or repeatedly, the 
medical schools of some forty countries’. 

Dr. Gregg’s main thesis is that ‘if Americans each set aside $100 a year 
for sickness insurance, we should have sixteen billion dollars for education, 
research, medical care and the very preventive measures that would reduce 
the need for medical care . . . Furthermore, the medical profession, the 
richest profession in point of average earned income per member, cuts a poot 
figure as a beggar to laymen when its members receive at least one-third and 
often two-thirds of the costs of their medical education without paying 
while in school or later. If each doctor now in practice would send back to 
his medical school $100 a year, we should have $20,000,000 yearly for 
medical education instead of the pitiable response thus far obtained by the 
National Fund for Medical Education’. Two further quotations from this 
challenging book are illuminating in the light they throw on Dr. Gregg’s 
concept of the practice of medicine. ‘As between compulsory prepayment 
for medical care and voluntary prepayment plans, I prefer the voluntary 
type’. ‘I do not deny that free choice of doctor is important and desirable; 
what I deny is that it is in practice or in theory indispensable’. We in this 
country are no more justified in criticizing the American system of medicine 
than Americans are in criticizing ours, but it is books such as this that make 
one realize that there is no cure-all for the present trials and tribulations 
that beset our profession in a world of rapidly changing political values. 
One day someone may arise on one or other side of the Atlantic who will be 
able to present us with a satisfying philosophy of medicine. Meanwhile we 
can only learn from each other’s mistakes. 


Tue recently published annual report ot the student health service of 
Queen’s University, Belfast, provides ample evidence of the value ot such 

services, which are now available for practically all the 85,000 
Student undergraduates in the country. Perhaps the most interesting 
Health feature of the Belfast report is that routine examination of the 585 

entrants to the University revealed three cases of heart disease 
(two rheumatic and one congenital) and six cases of bronchiectasis which had 
hitherto been undiagnosed and indeed entirely unsuspected by the indi- 
viduals concerned. Two of the cases of bronchiectasis were sufficiently 
severe to justify lobectomy. 

Tuberculosis and mental disease are, of course, the two major medical 
problems among undergraduates. Their importance is emphasized by the 
Belfast report. Among the 76 students entering their clinical period, there 
were 24 negative Mantoux reactors. All but one of them accepted the offer 
of B.C.G. vaccination. Mass miniature radiography revealed two cases of 
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active pulmonary tuberculosis among the 585 entrants to the University— 
both were foreign students. Equally significant was the finding of three cases 
of active tuberculosis on routine x-raying of the 32 students under observa- 
tion on account of having previously been diagnosed as having inactive 
pulmonary tuberculosis. None of the three students in question was aware 
of any change in his condition. Psychoneuroses and psychoses accounted for 
just over 6 per cent. of the illnesses for which students sought advice. Only 
three cases were at all serious: one was a foreign student who was found to 
have paranoid schizophrenia; the other two had mental breakdowns severe 
enough to have their studies postponed for six and nine months, respectively. 
The Belfast experience is that, in relationship to other illnesses, the incidence 
of mental disease is decreasing. This is attributed, in part at least, to the 
students seeking advice at an early stage when adequate preventive measures 
can be taken with relative ease. 


Ir has been estimated that the yearly wastage of world food supplies equals 
a year’s requirements of 150 million people. This is a state of affairs which 
obviously cannot be tolerated in the present precarious 

Food balance between food supplies and a rapidly rising world 
Preservation population. Much of this spoilage of food is due to insects or 
microbes and at the recent annual health congress of the 

Royal Society of Health a session was devoted to a discussion of antibiotics 
and radiation in food preservation. Neither method is without risk, but it is 
clear from this discussion that the authorities are well aware of this, and are 
doing all they can to ensure that neither method is introduced on a large 
scale until there is good evidence that the risks to the consumer are negligible. 
Of the available antibiotics, only the tetracyclines have given any reason- 
able extension of storage life for meat, poultry and fish, and this is limited 
by persistent moulds and yeasts. The two major risks involved in their use 
would be the masking of poor bacterial condition of the material being 
preserved and the development of resistant organisms. What would be of 
tremendous value in this field would be the discovery of an antibiotic which 
acted primarily against the food-poisoning organisms. The use of ionizing 
radiations in food preservation is still in the experimental stage, but the 
evolution of a commercially successful method of food irradiation would 
offer many advantages. Two aspects of this problem that are at present 
receiving close attention are the value of irradiation in the inactivation 
of pathogens, such as Trichinella spiralis, and in dealing with the problem of 
salmonella in egg products. Among the two major problems to be solved are 
the effect of such irradiation upon the chemical structure of the food, 
including vitamin losses, and the question of rendering the food radioactive. 
Experience gained in the United States, mainly on experimental animals and 
partly on human volunteers, suggests that with the possible exception of 
vitamin loss, the effects of irradiated foods are of little significance. 
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MEDICAL ETIQUETTE AND THE 
CONSULTANT 


By C. A. CLARKE, M.D., F.R.C.P. 
Physician, United Liverpool Hospitals (David Lewis Northern Hospital, Liverpool) 


THE subject of medical etiquette is a prickly one and always has been. 
Etiquette governs the conduct of doctors one with another, whilst ethics 
deals with their relationships towards individual members of the public 
and also their responsibility to the State. The public, by and large, under- 
stands ethics but it is mystified by the reasons underlying etiquette. For 
example, many people are quite unable to grasp why they should not go 
and see Dr. So-and-so about their heart without all the hanky-panky (as 
it seems to them) of going to their own doctor before and after the visit to 
the specialist. They do not appreciate that the rules of etiquette are made 
for their good and that it is vitally important to them that the family doctor 
remains in control. They rather view the rules of etiquette as though they 
had been drawn up to protect the vested interests of doctors. They forget that 
if they are taken seriously ill on a Saturday night it will be the family 
doctor who will have to treat them and not the consultant. 


THE CONSULTANT AND THE FAMILY DOCTOR 

I do not think there can be any doubt that a deterioration has occurred in 
the relations between the family doctor and the consultant since the intro- 
duction of the National Health Service, and that there is now a much wider 
gulf between the two branches of the profession than there ought to be. 
The reasons for this are not hard to find. In the first place, there is an ever- 
growing tendency for the family doctor to lose patients, in the sense that, 
although they remain on his list, they are not his patients, treatment and 
advice always being given by somebody else. There seem to be too many 
competitors for the general practitioner’s material. For example, there are 
too many special clinics for common conditions, all having too extensive a 
follow-up, so that patients tend never to get discharged permanently back 
to their own doctors. Consequently, the patients come to regard the hospital 
staff, and not the family doctor, as their advisers. Local authority clinics 
may act in the same direction, and a young doctor may well become dis- 
couraged when he finds all he is left with are some incurable psychoneurotics 
and chronic bronchitics. Once this discouragement occurs, the rot sets in, 
and there develops an ‘over-to-you,’ or ‘if the hospital wants to, let it take 
the case over,’ attitude. From there it is but a short step to thinking that 
the only two things that matter in this life are drawing your breath and 
drawing your pay. This down-grading of the general practitioner may lead 
to an embittered attitude between him and the hospitals. 
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In the second place, the payment of consultants in the National Health 
Scheme on a not unhandsome scale has helped to widen the gap. In the 
old days the consultant was to a great extent dependent upon the general 
practitioner for his livelihood. The old system may not have been all to the 
good, but it did at least ensure that the family doctor and the consultant 
met each other more frequently than they do today. Thirdly, we all have too 
much routine work to do—most of us are either chasing full lists or full 
sessions and we do not see enough of each other or have sufficient time to 
think. It should constantly be remembered that the practice of medicine 
requires time, and as Sir Heneage Ogilvie has said: ‘If the cause of cancer is 
ever discovered it will be by a man leaning over a hedge and looking at a 
hole in the road’. 


DOCTORS’ LETTERS 

The widening of the gulf between general practitioner and consultant leads 
to irritability and this in turn tends to promote ‘gunning’ between the two 
sides of the profession, each being tempted to make capital out of the 
other’s mistakes and weaknesses. Nothing is easier to do, and yet nothing is 
more stupid, because medicine being, as we all know, a most imperfect art, 
it is quite certain that mistakes on both sides will continue to be made. The 
extreme examples of bad rapport and unhelpfulness are probably to be found 
in some outpatient communications and in inept discharge letters, re- 
spectively. Of the outpatient letters, the best in my collection is:— 

‘Dear Doctor, 

Mr. X. 
? dicky heart. Please advise. 
Yours sincerely,’ 

Of the discharge letters, the worst are those which give long lists of 
erudite investigations, all negative, but which fail to tell you what the 
consultant thought about the patient. It would be a great improvement if 
the letter read :- 

‘Sir Colenso Ridgeon ‘is unable to make a precise diagnosis on your patient, 
Mrs. Nullip, but he does not think she is suffering from anything very serious. He 


advises lots of reassurance, a tonic, and thinks she will need jogging along through a 
rather difficult menopause’. 


HEALING THE BREACH 
Tolerance is the first requisite if this breach is to be healed. We must never 
forget that we are all different and that some of us suit one type of doctor or 
patient and some another. If, for instance, a letter is received from a newly 
qualified houseman recommending that a certain patient be given “Tabs. 
thyroid } gr. night and morning’, there is no point in flying into a fury and 
talking about the impertinence of the young. It should be remembered that 
some doctors like the hospitals to tell them precisely what treatment should 
be given. Further, the general practitioner should remember that house- 
men and registrars have to learn how to write letters, and the only way to 








ttre AN a TOM eT han, 9 


Nona. 20 Ath 

















sans 20 Liat 








THE CONSULTANT 7 


do this is by practice. On the other hand, the consultant who, at outpatients, 
receives a scruffy-looking visiting card with an almost indecipherable scrawl 
in one corner, must remember that the general practitioner may have been 
very pressed at the time and, above all, that the scrawl may in fact contain 
the right diagnosis. 

I remember well one such visiting card which when deciphered later read 
‘diabetes mellitus + ? carcinoma of the pancreas’. Nobody paid any attention to 
it at the time and it was only after endless investigations, wrong diagnoses and an 
eventual post-mortem examination that we returned to this first communication 
from the doctor and there was the entirely correct diagnosis on the corner of the 
visiting card. 

Another way in which the relationship between general practitioner and 
hospital services has been and is being cemented is by the appointment of 
physician superintendents at the bigger hospitals. They are of particular 
help in urgent cases. When there is a physician superintendent, the general 
practitioner can get in touch directly with the man who is not only a con- 
sultant but who lives in or near the hospital and who is in complete charge. 
If the patient has to be admitted, the general practitioner knows that in a 
crisis the best advice is readily available. It would be interesting to know 
what the physician superintendents think about this, particularly of always 
being at everybody’s beck and call, but from the point of view of the 
general practitioner and the patient it seems an admirable arrangement. 


GETTING TO KNOW EACH OTHER 

General practitioners and consultants should also get to know one another 
better. Even if they cannot meet very often, consistency with regard to the 
choice of clinics or specialists is most helpful. I know, for example, that, if 
Dr. X sends me a case, I am unlikely to be able to say anything useful 
without a lot of special investigation; on the other hand, Dr. Y nearly 
always gets hold of the wrong end of the stick, and this gives me a clue as 
to the likely diagnosis. Doubtless the same criticisms hold reciprocally. It is 
also useful to know what type of consultant suits what type of patient. ‘I 
always send the weepy ones to so-and-so’ seems to me to put the matter in 
the neatest of nutshells. 

This getting to know each other better is greatly helped by regular 
clinical or discussion meetings to which general practitioners are invited 
and which I know are held in several hospitals. Refresher courses also serve 
the same purpose, but they sometimes sound a bit patronizing. Why 
shouldn’t we have refresher courses for consultants? Being in attendance 
with a general practitioner during a ‘surgery’ is most instructive. General 
practitioners should also come to the hospitals and make the acquaintance 
of the staff—it makes all the difference to the hospital-general practitioner 
relationship if this is done. 

In Liverpool we have an excellent publication known as the ‘Liverpool 
Local Medical Committee Bulletin’. Could it not be more of a forum in 
which criticisms (favourable or otherwise) could be aired? What do general 
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practitioners think, for example, of the refresher courses? Do they think it 
a good plan to have an injection clinic at hospitals once a week to do some 
of their work for them? Do they feel that an average diabetic really needs 
to attend a diabetic clinic? In general, it would be useful to the consultants 
to know what the general practitioners think about the hospital services; 
if it is inflammable, so much the better! The move for closer relations, how- 
ever, must come from the general practitioners. Consultants cannot do it 
without being accused of touting for cases. 


HOSPITAL STAFF ETIQUETTE 

I now come to the problem of etiquette between members of a hospital 
staff. This seems to me to centre round that lowest form of qualified life, 
the houseman. If the ward sisters, the registrars and the consultants can 
start him off on the right lines, then there is every chance that he may 
stay right. He should be given the maximum amount of responsibility and 
encouraged to regard the patients as his. He must be taught how to deal 
courteously with relatives and accustom himself to keep in touch with the 
family doctor about cases: for example, finding out what home conditions 
are like before a patient is discharged. 

I also consider it most important in the training of a houseman (and of 
course students if they are present) that the ward round be done with some 
degree of formality. Houseman, registrar and Sister should all be round 
the bed, and the case fully discussed; then everyone knows what has been 
said and the patient feels that his problem has beer properly gone into. 
Granted this, then let there be as much give and take as you like. Away with 
the tin-god attitude and the infallibility of the consultant—in these days 
good medicine means good team-work. No one is expected to know every- 
thing, and it is perfectly possible for registrars, for example, to have 
specialized knowledge which is quite unknown to the chief. The putting 
together of the jig-saw of a clinical puzzle by means of team-work is to me 
one of the main attractions of modern medicine. Modern etiquette requires 
that the chief is the captain of a team rather than an infallible authority. 


DOMICILIARY VISITS 
Domiciliary visits probably bedevil the etiquette between general practi- 
tioners and consultants more than any other single factor in the health 
scheme. Let me give one recent example. 


A general practitioner saw a patient with a consultant and a fortnight after the 
original consultation, ‘out of the blue’ he received a letter from the consultant saying 
that he, the consultant, had looked in again at Mr. So-and-so. He reported some 
findings and enclosed a second domiciliary visit form to be signed by the practitioner 
and returned to him. The reaction of the practitioner can well be imagined: ‘radix 
malorum est cupiditas’. 


They irritate the general practitioner, partly because he is often put to 
considerable inconvenience in getting in touch with a consultant and partly 
because, not unnaturally, he is irked, since he gets nothing for the con- 
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sultation, whereas, as everyone including the patient knows, the consultant 
gets four guineas (less tax!). The consultant is irritated because the general 
practitioner sometimes is not there and also because occasionally there is a 
suspicion that he is using the domiciliary visit to get preferential treatment 
for his better-class patients—some of them jib at the thought of draughty 
outpatient benches and they also jib at paying in the local Harley Street. 
With regard to the absence of the general practitioner at the consultation, I 
feel that there are degrees of iniquity. At the worst, you get a note given to 
you by the hospital secretary from a doctor you have never heard of and 
with no details. If you go, you are usually completely at a loss to know what 
has happened or what the problem is. On the other hand, you may be rung 
up by a doctor you know very well, the case may be explained to you in 
detail and you may in fact have seen it before in hospital. If this happens, 
and it is impossible to fix a mutually convenient time, it may be justifiable, 
in my opinion, to go and see the case and telephone the general practitioner 
afterwards. 

The sound working rule, however, was admirably expressed by the Liver- 
pool executive committee, in their bulletin of November 1953: ‘Every effort 
should be made to make the occasion a real consultation, which means that 
the general practitioner and consultant should be present together at the 
consultation’. 

Clearly there is no one way of improving the morals of the domiciliary 
service but, in my opinion, justice would be done if the general practitioner, 
as well as the consultant, got something out of it. There will always be a 
tendency, however, to abuse a scheme where relatively easy money can be 
obtained from public funds. A solicitor made a pointed remark to me the 
other day: ‘In the old days when you saw two doctors talking to each other 
it was usually about their patients; now they are discussing how much 
money they can make out of the Health Service’. 


UNDESIRABLE CONSULTANT PRACTICES 

A general practitioner recently complained to me of the practice of a 
consultant referring a patient to another consultant on account of an 
entirely different complaint. Thus, a patient attended for a follow-up after 
an operation for hemorrhoids. She complained of pains in her knees and 
was promptly referred to an orthopedic surgeon. The general practitioner 
held, I think quite rightly, that the management of this new aspect of the 
case should have been left to him. 

Another incident concerns a private consultation, the usual letters 
between consultant and general practitioner being exchanged. The case did 
not go too well, and a month later another letter was received from the 
consultant: ‘I saw your case again as arranged’. The operative words here 
are ‘as arranged’. What had happened was that the patient had telephoned 
the consultant again, and the ‘arrangement’ was between him and the 
consultant, not between consultant and general practitioner. Another 
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example of ‘radix malorum est cupiditas’. The general practitioner was 
rightly annoyed. 


MISCELLANEA 
The casualty department.—Casualty officers are unanimous that a minority 
of general practitioners are ignorant of the definition of the word ‘casualty’ 
and use the department to get rid of patients whom they cannot deal with, 
or to jump an outpatient waiting list. 

Emergency bed service.—Practically everyone agrees that this is an excellent 
service. A minor complaint is that a girl secretary asks for medical details 
about cases. This is unfortunate, but there seems no way round it. 

Telephone etiquette.—A friendly word of advice to my fellow-consultants. 
Be reasonably handy when your secretary tells you that a general practi- 
tioner is ‘on the line’. One practitioner assures me that a major cause of 
his hypertension is trying to do a rectal examination with one hand and 
hanging on to a receiver with the other—just waiting for the consultant. 

Chemists.—-Two general practitioners, both with degrees in pharmacy, 
have told me that all one’s efforts on behalf of a patient may be undone at a 
single stroke when the E.C.10 prescription form is presented over the 
counter. The chemist is often asked for his views on the prescription, and 
remarks such as “There is nothing in this which can do you any harm’ may 
wreck the placebo which has been the finale of a heart-to-heart confidence- 
restoring talk which has taken a great deal of time. It cannot be too strongly 
emphasized that chemists must mot undermine the doctor’s authority and 
they should remember that they are quite ignorant of the psychological 
atmosphere in which the prescription has been given to the patient. 


CONCLUSION 

The basis of medical etiquette lies in good manners. Tolerance, the ability 
to see other people’s points of view and the recognition that temperaments 
are variable will prevent most misunderstandings. Inexperience or bad 
training is largely responsible for friction between doctors, and the whole 
blame for these cannot be thrown on the National Health Service. My 
father and my grandfather both deplored the lowering of ethical standards 
in medicine but in spite of everything advances have been made, some 
relaxation of a rigid code has been all to the good and there seems to be no 
ground for general pessimism. 








—- 











MEDICAL ETIQUETTE AND THE 
GENERAL PRACTITIONER 


By DAVID BROWN, M.B., Cu.B. 
Bootle, Liverpool 


THERE is no branch of the profession in which the need for the exercise of 
our code of etiquette and ethics is more important than general practice. 
In spite of all recent happenings, the general practitioner is still the doctor 
to whom the patient first applies for help and is the one who sees and treats 
him in his own environment and domestic surroundings. With due deference 
to our colleagues, the general practitioner is still referred to by the patient 
as ‘his’ doctor, whereas they are either the ‘hospital doctor’, the ‘company’s 
doctor’ or the ‘Ministry’s doctor’. Whatever else may be agreed therefore 
in the way of relaxation of our code, there must always be strict adherence 
to this fundamental relationship which exists in general practice. 

My definition of etiquette is simple: ‘A standard of behaviour between 
members of a learned profession designed to uphold the dignity and nobility 
of that profession and to protect at all times the interests of those who place 
their confidence in it’. Like the British Constitution, the medical code is 
mostly unwritten; historically it is founded on the precepts of the Father of 
Medicine and in more modern times on the writings of Percival of Man- 
chester in Percival’s Code. Usage and tradition have shaped it, our free 
association in the British Medical Association has helped to regularize it and, 
from time to time, the ethical committee of that Association has prepared 
memoranda on the subject which are accepted as standards to be followed. 

It is sometimes taken for granted that medical etiquette is common 
knowledge, but it is as well to discuss the rules briefly as there are signs 
today that they are not known, or worse that there is a tendency to ignore 
them. 


ON ENTERING PRACTICE 

It is the duty of the incoming practitioner to call on his neighbouring 
colleagues. This is courteous and it is advantageous since it makes the new- 
comer known to the other practitioners and he will find that they are anxious 
to receive him into the fold. In my own case, these first introductory calls 
were the beginnings of life-long professional and social friendships. Much 
stress used to be laid on the need for lack of ostentation on the door plate 
and visiting card, but I think today there is much less flamboyancy here 
than there used to be: suffice it to say in this direction that dignity and 
simplicity are the keynotes and anything even savouring of self-advertisement 
must be rigidly eschewed. 
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CONSULTANTS 

Etiquette in regard to consultations with our specialist friends is also 
tending to be more lax. The fundamental thing to remember is that, even 
in these days of domiciliary visits at cheap rates by consultants, a con- 
sultation is a discussion between two colleagues both of whom have 
specialized knowledge—one of a narrow field and the other of a broader 
aspect of medicine. They are not met as teacher and pupil nor is one to be 
patronized by the other; and there is no consultation unless both are 
present. 

Etiquette demands that when a second opinion is desired at the home of 
the patient, the patient or relatives should be informed of the name of the 
consultant whom it is intended to call in. Sometimes, the patient may 
desire another consultant and, provided the practitioner concurs that his 
opinion would be of value, he should agree. The consultant should then be 
informed, and if he is willing to consult he should be invited to the prac- 
titioner’s professional premises or home for a preliminary briefing. Both 
should arrive at the patient’s home and the practitioner will then introduce 
the consultant to the relatives. The practitioner should next precede the 
consultant to the bedroom and introduce him to the patient. During the 
examination and interrogation, the practitioner should remain silent unless 
directly addressed by the consultant. After the examination, they both retire 
for their discussion in private. If they are agreed on diagnosis and the further 
conduct of the case, the consultant will give their decision to the patient and 
the relatives; if they disagree, they should so inform the patient or relatives 
and the practitioner should then request a further opinion. If the consulta- 
tion is outside the scope of the National Health Service, the practitioner 
should endeavour to have the consultant’s fee paid at the end of the con- 
sultation, having previously advised the patient of the probable amount and 
informed the consultant of the social status and financial standing of the 
patient. 

Should a consultant see patients without introduction? The answer is 
‘No’—if he does, he should apply to have his name put on the executive 
council’s list. It used to be said that it was permissible if a patient called 
and had no doctor but, as today 96 per cent. of the population are in the 
National Health Service, this can rarely happen. 


CANVASSING AND POACHING 
Although competition in general practice still obtains and rightly so, I 
doubt if it is as fierce today as formerly but the standards of etiquette with 
regard to canvassing and poaching must still remain as strict. These are 
offences subject to disciplinary procedure by the General Medical Council 
and must be rigidly avoided. Now that systems of rota duty are happily 
being established in most areas it is very necessary for the practitioner to be 
on his guard—he must be scrupulous in his adherence to the code. He must 
be immune to flattery and immediately stifle any attempt at denigration of 
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his colleagues. Moreover, he must never seek any advantage arising from 
the opportunity of seeing his colleague’s patients in an emergency. In Bootle, 
where I have had the privilege of practising for thirty years, we have had 
such a system for twenty-five years and to my knowledge not one case of 
poaching has arisen. 
CHANGE OF DOCTOR 

Another situation where the standard of conduct is clearly laid down is 
when a practitioner is asked to attend a patient who is already under the 
care of another practitioner. It is, of course, a patient’s right to change his 
medical attendant if he so wishes but in his interest it is obvious that the 
incoming practitioner should have as much information as possible. It 
devolves therefore on the new practitioner to refuse to attend until the first 
practitioner has been informed that a change is desired and to make it 
clear to the patient or his relatives that this must be done. It is also the duty 
of the first practitioner, when so informed, to acquaint the new practitioner 
with the history and treatment of the patient. If the patient is a private one 
he should also de informed that any financial obligations should be settled. 


RELATIONSHIP BETWEEN PRINCIPAL AND ASSISTANT 
Some of the worst breaches of professional relationship brought to my notice 
are those between principal and assistant. The taking in of a junior colleague 
to assist in the conduct of a practice is the greatest opportunity that an 
established practitioner is likely to enjoy in forming the standards of future 
generations. He should be strict in adherence to his contract of employment 
and never hold out hopes of partnership unless it is clear that these can be 
fulfilled. He should endeavour by his own conduct to inculcate the ideals of 
the profession and at all times to treat his assistant as a colleague. 


RELATIONS WITH HOSPITALS 

With the advent of new diagnostic and therapeutic techniques, the prac- 
titioner has found it necessary to seek the opinion of the consultants at 
hospitals more frequently than before, and for the better relationship of the 
two branches of the profession it is most essential that our code of etiquette 
should be maintained. Except as a casualty, no patient today should reach 
the consultant without a précis of his history and clinical findings from the 
practitioner; similarly, no consultant should delay in returning to the 
patient’s doctor his findings and opinion. If I might advise the junior hospital 
medical officers, I should counsel them to be very tolerant of the general 
practitioner, for most of them will one day be heir to his estate and the 
pristine knowledge which they so proudly possess today will eventually 
become as rusty as that of the general practitioner whom they will join 
tomorrow. 


RELATIONS WITH INDUSTRIAL MEDICAL OFFICERS 
In our relationships with our colleagues in industrial medicine my own 








14 THE PRACTITIONER 


experience has been fortunate; perhaps it is because I myself am a part- 
time industrial medical officer and see both sides of the picture. It is, of 
course, the duty of the industrial medical officer to remember that the 
general practitioner is the linch-pin in every professional activity and that 
all information regarding the patient should be sent to his own doctor. 
Above all, no treatment should be instituted without the full consent of 
the general practitioner. In many firms there are now excellent facilities, 
especially for physiotherapy, and the general practitioner is only too happy 
to cooperate, but he must always be kept in the picture. Differences of 
opinion are bound to arise, especially on questions such as capability of 
return to employment, but I would suggest to our colleagues in industry 
that both wisdom and etiquette demand that full weight be given to the 
practitioner’s opinion. 


PROFESSIONAL SECRECY 

Two essential conditions of the doctor-patient relationship are frankness 
on the part of the patient and silence on the part of the doctor, and in general 
practice, where the welfare of the patient is our true concern, the respect of 
his confidence should be as near absolute as possible. Not only is it necessary 
for the patient, but it is in the public interest; if it were ever thought that 
the pledge of secrecy could be assailed then the frankness of our patients 
would go and certain diseases would be neglected and perhaps the spread of 
infection be facilitated. So, except in the rarest of cases, the Hippocratic 
rule of non-disclosure must be kept. There are certain laws which by custom 
release us from this pledge—-we must give professional particulars in certifi- 
cates of the cause of death, and we must certify certain infectious and 
industrial diseases. We are not officers of the law, however, and if we are 
consulted in certain cases where a criminal offence has been committed, 
e.g. attempted suicide, it is not our duty, unless we are concerned for the 
safety of our patient, to inform the police. Even in the witness box the 
doctor should endeavour to preserve the patient’s confidence and may claim 
the protection of the court—but the final word rests with the judge. The 
doctor, if instructed by the judge to answer a question, must either do so or 
suffer imprisonment for contempt of court. 

Requests are often made by interested persons—employers, relatives, 
friends, sometimes brides and bridegrooms—that practitioners should volun- 
teer information regarding a patient. Without the written consent of the 
patient all such efforts should be resisted. The refusal should be as tactful as 
possible, but the rule of silence should not be qualified except in an extreme 
case in which an innocent party may suffer disastrously. The well-known 
cases are the nursemaid with venereal disease who is in charge of small 
children, and school teachers who have active tuberculosis. Here there may be 
justification if all attempts to persuade the diseased person to leave his 
employment have failed, but in coming to a decision in such an extreme 
case the practitioner should search his conscience. 
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ADVERTISING 

The older generation will remember the days when churches were crowded 
and by coincidence, in the midst of the sermon, a practitioner was often 
summoned by his agitated servant. No such blatant examples are seen 
today but others have arisen against which the doctor should guard himself. 
I am sometimes asked whether a practitioner should interest himself in local 
politics or address public meetings. Of course he should—we suffer today 
because of the lack of balanced judgment of the professional man in our 
national and local affairs. Having done so, however, he must be very careful 
that in his public position he does not advertise himself for professional gain. 
If, for example, a medical alderman is requested to give his views on certain 
local health policies, and he may be the only person on the local council really 
qualified to do so, it is permissible provided he makes it quite clear that he 
is not speaking in his private professional capacity. The granting of press 
interviews is always fraught with danger and it behoves us to take great care 
in our dealings with reporters. 

With regard to the newer media for disseminating news and views, our 
ethical rule is quite clear and definite—all medical men speaking on medical 
subjects must remain anonymous; and this obtains from the highest to the 
lowest forms of medical life. The only exception that would be recognized 
is if a nation-wide pronouncement were made on medical policy, in which 
case the name of an honoured member of the profession chosen to make the 
pronouncement might be used. 


ASSOCIATION WITH UNQUALIFIED PERSONS 

Ever since qualifications have been necessary to practise our Art, charlatans 
have appeared, and every age has seen them with their preposterous claims, 
in greater or lesser degree. I personally hear less of them now than I did 
twenty years ago but they still exist and, owing to the credulity of all classes 
of society, continue to flourish. The rule regarding association with, or 
covering of, a quack is simple—it must not be done. Once a patient is 
receiving treatment from such a person, a practitioner who is in attendance 
or is called to such a case must refuse to continue in attendance, and must 
state that until the patient has ceased to consult the unqualified person he 
cannot resume. This rule is important and in the public interest, and to 
prevent in some measure the harm that results from the ministrations of these 
ignoramuses it must not be relaxed. 


CONCLUSION 
At the end of a professional career there are two things most highly valued— 
the gratitude of our patients and the respect of our colleagues. There is no 
better way to attain and retain these than by a strict adherence to our ethical 
code, designed as it is to preserve the prestige of our profession and to 
protect the interests of our patients. 











MEDICAL ETIQUETTE AND THE 
HOSPITAL ADMINISTRATOR 


By T. LLOYD HUGHES, M.D., D.P.H. 
Senior Administrative Medical Officer, Liverpool Regional Hospital Board 


As a medical administrator I am very conscious of the fact that any comments 
of mine must necessarily be regarded as those of an informed observer of the 
field of current medical practice and not as one actively affected by, and 
directly in contact with, those problems of ethics and etiquette which arise 
in day-to-day clinical practice. That is not to say that I am unaware of the 
changes which are occurring in these fields nor that I am not concerned as to 
certain trends and possible implications of those trends. The sole purpose 
of a medical administrator is to assess the medical needs of the population 
in his area and to arrange and develop the hospital and other requirements 
so that these needs are met in the most efficient and appropriate way. In 
providing for the patient’s requirements it is constantly necessary to re- 
member that the purpose is much more important than the organization 
and that all the arrangements which are made should have full regard for 
the rights and privileges of the patient as a human being and an individual 
member of society. 
PROFESSIONAL SECRECY 

The first basic rule of medical ethics stems from the especial and unique 
doctor-patient relationship and is that of professional secrecy—the respect- 
ing of a patient’s confidence whereby nothing is done, said or revealed 
without the patient’s consent. The patient’s confidences are to be regarded 
as sacrosanct. There are, of course, certain legal compulsions which require 
that information be divulged, such as the notification of infectious diseases 
under the Public Health Acts or by Order of a competent Court or the issue 
of medical certificates for National Health Insurance and other benefits. 

The rule of secrecy applies equally to information concerning criminal 
abortion, venereal disease, attempted suicide and concealed birth and needs 
emphasizing today wherever possible, and lies behind the insistence of 
regional hospital boards that no information is given by the mass radiography 
units, even to the patient’s own doctor, without the patient’s consent. For 
example, no information is given to the industrial medical officer without 
the patient’s consent although attempts have been made to persuade us to 
break this inflexible rule. This firm policy is undoubtedly one of the reasons 
why mass radiography has been such a great success and why the public put 
such trust in the organization. In the field of venereal disease the confidential 
nature of the information given by patients is reinforced by statutory 
regulation but even this has not prevented the police seeking information 
from hospital authorities as to the names of possible perpetrators of major 
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crimes who have attended clinics or have been hospital inpatients. The 
establishment of the National Health Service should in no way alter the 
confidential nature of the doctor-patient relationship. It is up to the medical 
profession to resist any infringement of this relationship and any breach of 
a patient’s confidence. 
HOSPITAL RECORDS 

The first direction in which it is necessary to be vigilant in order to 
ensure that there is no fundamental departure from the basic medical 
ethical principles is in relation to the confidentiality and custody of hospital 
medical records. The fecording of the patient’s medical history and the 
results of clinical examinations and of other investigations are now an 
integral and essential part of the medical work of the hospital. To be of 
permanent value, these records must be comprehensive, accurate and 
detailed, and the compiler should have no anxiety in this regard that what 
he is recording will be used inappropriately or be revealed to the patient. 
Any fears he has of this kind will vitiate against a satisfactory medical 
record and may eventually render the document of little value for future 
reference. It should be clearly recognized that, although the ownership of 
hospital records is vested in the Minister of Health and that possession is 
vested in the hospital management committee or board of governors, the 
document is a confidential one and no automatic right of perusal vests in a 
third person. (In the case of private patients the documents are regarded as 
the property of the clinician in charge of the case.) 

The contents of the medical records should not be divulged to third 
parties, other than the patient’s medical practitioner, except with the 
patient’s consent and the concurrence of the consultant, or by Order of the 
Court by the process known as ‘discovery of documents’. Although it 
may be necessary for certain Government departments to see certain 
hospital records in order to assess the patient’s entitlement to various 
financial allowances, these can only be transmitted with the patient’s written 
consent and are only handled in the Government department concerned by 
medical practitioners. Government auditors are not allowed access to 
clinical records, but only extracted information of a factual kind. 


CRITICISM OF MEDICAL TREATMENT 
The second direction in which since the introduction of the National 
Health Service there appears to have been a tendency to depart from the 
high principles of medical ethics is in relation to unguarded comments and 
criticisms by doctors, in front of the patient or to the patient’s relatives, as 
to the treatment given by other doctors and hospitals and also the apparent 
readiness of some consultants to give evidence in Court against other 
consultants and hospitals in claims for negligence. It is only equitable, of 
course, that a patient with a justifiable grievance against hospitals or a valid 
claim for negligence against a consultant should have such expert assistance 
as is required fairly to put forward his case. Such evidence, however, 
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should be factual and independent and is very different from the case of a 
consultant deliberately going out of his way to be partisan and to attack 
the treatment of another consultant colleague in Court. This is an infringe- 
ment of the hitherto accepted canons of medical etiquette which in the long 
run will operate to the disadvantage of the patient because the bringing of 
frivolous claims might well result in a patient getting less efficient (and 
safer) treatment. 


INFORMATION TO OUTSIDE AGENCIES 
In connexion with questions of medical ethics and etiquette, relationships 
with outside agencies are also changing; in particular, the Press and the 
police. 

The question of the giving of information to the Press has recently been 
the subject of joint discussions between the British Medical Association and 
the Press. A joint document has been produced by the British Medical 
Association and the Press organizations which stresses the importance of 
preserving the confidential relationship between hospitals and their patients 
but also emphasizes that the reasonable desire of the Press should be 
recognized to be provided with information in cases of public interest. 

The recommendations in cases of sickness seem to be unobjectionable and 
quite proper :- 

(1) Information should not be divulged to the Press without the consent of the 
patient beyond the statement that the person named in an inquiry is a patient. 
Where, however, even this statement would be deleterious to the patient’s interests, 
his presence in the hospital should not be disclosed without his consent. 

(2) In the case of well-known people (and subject always to the patient’s consent), 


a brief indication of progress may be given, in terms authorized by the doctor in 
charge. 


In accident cases, however, the recommendations do not appear to give 
the same safeguards to the confidential relationship between the patient 
and the hospital: 


Individual cases.—The Press should be given, on inquiry only and at the time 
of the inquiry or as soon as possible afterwards, the name and address of the patient 
and a general indication of his condition but not necessarily a diagnosis. The 
patient’s relatives should, if possible, be informed before any statement is given 
to the Press; but if it has not been possible to do so, this should be made clear to the 
Press. Further information should be given only with the patient’s consent. Where 
the patient is too ill to give his consent, or is a minor, the consent of the nearest 
competent relative should be obtained. 

Multiple cases.—In accidents involving a number of people all reasonable steps 
should be taken to ensure that relatives of the injured have been informed before 
the publication of names, bearing in mind the necessity of early publication to 
dispel the anxiety of the next-of-kin of all other persons who were, or might have 
been, involved in the accident. 


The advice in connexion with multiple cases, which will usually be 
following a train disaster, would seem to be unobjectionable because of the 
desirability of allaying the anxiety of relatives and friends but the recom- 
mendations concerning individual accident cases do seem to represent a 
departure from the hitherto accepted confidential nature of such in- 
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formation. There may be, as can easily be imagined, a number of very 
adequate reasons why the name or names of patients admitted to hospital 
after a car accident should not be divulged to the Press. 

As to giving information to the Press concerning modern medical de- 
velopments and techniques it is often necessary to balance the public’s 
general desire for up-to-date information as to these advances in medical 
science without, of course, pandering to sensationalism. The «British 
Medical Association’s policy on this is clear and fair and is worth re-stating: 


Discussions in lay Press —From time to time there are discussed in the lay Press 
topics which have relation both to medical science and policy and to the health and 
welfare of the public, and it may be legitimate or even advisable that medical prac- 
titioners who can speak with authority on the question at issue should contribute to 
such discussions. But practitioners who take this action must make it a condition of 
publication that laudatory editorial comments or headlines relating to the con- 
tributor’s professional status or experience shall not appear. 

Press interviews.—A practitioner should exercise the greatest caution in granting 
interviews to the Press, and the same conditions as are applicable to the publication 
of written articles should be scrupulously observed. A seemingly innocuous remark 
or casual aside is always open to misinterpretation and may easily form the subject 
of a damaging headline. It is a wise precaution for a practitioner to insist upon seeing 
a draft of any material prior to publication. 


This states quite clearly the position in connexion with clinicians in active 
practice but holders of full-time, non-clinical appointments have also to be 
on their guard in case any of their public statements, often given in good 
faith, should be regarded as personal advertising. The Press are often very 
persistent and full of guile in seeking tomorrow’s headline and their handling 
entails often the exercise of quick wits and a recollection of falling into 


traps which previously have been set for the unguarded word of the unwary. 


POWER OF SEARCH IN HOSPITALS 
The question as to whether there is a right vested in the police to search 
patients or patients’ belongings in a hospital must be looked at in the 
light of the power of the police generally to have the right of search and also 
the special position of a patient in hospital. 

The bedside locker is provided by the hospital for the convenience of the 
patient. It may be taken away or cleaned within the discretion of the hospital 
and the patient has no right of retaining custody or refusing inspection as 
against the hospital staff. The hospital authority would not, however, be 
entitled to go through any papers, open a purse, handbag or wallet or other 
container in the locker. As regards the police, although hospitals are regarded 
as Crown property, the police are entitled, if they have reasonable cause to 
believe that there are some stolen or dangerous articles hidden in the 
hospital, to obtain a warrant to search any section or part of a hospital 
or any belongings in a hospital where they could reasonably expect to find 
such stolen or dangerous goods. Clearly the method of conducting the 
search and the time of conducting the search would have to be arranged 
with the hospital staff, having regard generally to the medical condition 
and general interests of the patient. 





MEDICAL ETIQUETTE AND THE 
INDUSTRIAL MEDICAL OFFICER 


By A. LLOYD POTTER, M.D., M.R.C.O.G. 
Medical Officer, Imperial Chemical Industries Ltd., General Chemicals Division 


As an industrial medical officer employed by private industry, I belong to a 
select group of doctors who are working whole time in industry, who are not 
connected with nationalized medicine and to whom special ethical rules have 
been applied by the British Medical Association. One might be flattered by 
this evidence of special attention to a small body of the profession, or on 
the other hand one might be considerably irritated, in industrial jargon, by 
the restrictive measures and demarcation rules inflicted on certain of its 
members by the all-powerful Union! What are these special ethical rules for 
industrial medical officers? Briefly, they can be summarized as instructions 
to do absolutely nothing for the workman which can be done by his general 
practitioner, unless the latter gives his permission. Is it really necessary to 
put such rules in writing? Does it not betray a lack of faith and confidence 
in one’s fellows, who in a learned and dignified profession would be expected 
to possess ordinary good manners and exhibit courtesy to their colleagues? 

The patient has always taken a delight in referring to ‘my doctor’ and, 
in the past, it was truly the family doctor to whom he went with all his 
ailments. The general practitioner still regards his patient as his own 
personal property and it is right that every other doctor should respect this 
claim. Unfortunately, the patient is not always so loyal and it is difficult to 
persuade him that he should abide by the ethical rules which bind his 
doctor. He now talks of his ‘National Health doctor’, his psychiatrist, his 
oculist and his works doctor, and feels that he is free to visit anyone of them 
without prior reference to his family doctor. 


HIS DUTIES 

The duties of the industrial medical officer in his day-to-day dealings with 
the working population he is paid to look after are twofold: (a) to provide a 
good accident service, and (b) to maintain the health of the employees. In 
carrying out these duties his primary loyalty must be to the patient, but 
there must also be close relationship with the general practitioner and with 
the employer. Ethically I regard his dealings with the former as good manners 
and with the latter as professional secrecy. Both are necessary but both can be 
carried to a ridiculous extreme, if common sense is neglected and one only 
adheres to rules. 


ACCIDENT TREATMENT 
It is a statutory requirement that the employer should provide a means of 
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treating medical and surgical emergencies in his factory, but the more 
enlightened employers have improved on the old first-aid box by setting up 
an adequately equipped casualty department which is controlled by a nurse 
and is usually under the supervision of a doctor. No law or rule prevents the 
nurse from giving not only immediate first aid but also continuation treat- 
ment while the employee remains at work. Ethical rule number three for 
industrial medical officers, however, states ‘Except in emergency, an I.M.O. 
shall not undertake any treatment that is normally the responsibility of the 
employee’s own doctor, unless it be with his agreement’. Taken literally 
this means that first-aid treatment can be given to a cut finger but thereafter 
the employee must attend his own doctor for redressings, wasting at least 
an hour on each occasion that he does so, and often being put off work 
because the general practitioner has to take the patient’s word for his ability 
to do his job and is not in a position to know what the work is or if alterna- 
tive work can be provided. The time of the general practitioner is wasted 
and he is not always so fortunate as to possess such adequate facilities 
for dressings as exist in industry. 

The alternative to all this is for the industrial medical officer to telephone 
or write to the general practitioner to obtain permission to treat the case 
while the patient remains at work. In the factories with which I am concerned 
there are, on an average, 350 attendances a day in the casualty departments. 
What a waste of money and time, as well as medical, nursing and clerical 
effort, it would be if we adhered strictly to the ethical rules for each and 
every one of these patients. It has proved much easier to obtain the co- 
operation of all the practitioners in the area, and their agreement to our 
treating their patients, by inviting them to come into the factories to see how 
the medical department works and showing them the facilities which exist 
for their patients and, above all, by maintaining ordinary friendly relations 
with them. Letters about day-to-day accident treatment are only necessary 
when the employee is unable to continue with his work, and even then it is 
common practice, at the general practitioner’s request, for them to attend 
the medical department in the factory for follow-up treatment. 


MAINTENANCE OF HEALTH 
Preventive medicine in industry as elsewhere deals with the mass rather than 
the individual. It involves the control of toxic hazards and the safety of 
working conditions, in addition to the general public-health considerations 
of lighting, ventilation, sanitation and the spread of infectious diseases. 
Etiquette and ethics are of great importance here and I would like to consider 
in detail one or two examples of their application to this side of an industrial 
medical officer’s job. The control of toxicity requires a variety of investiga- 
tions at regular intervals, some on the product itself and in the process 
building, but others on the patient who may, if care is not taken, feel that 
he is somewhat of a guinea-pig. X-rays, electrocardiography, audiometric 
and visual tests, blood analysis and urine analysis are but a few of the 
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investigations to which employees are expected to submit themselves, and 
we are therefore faced with the ethics of investigative medicine. This 
problem is even more important in hospitals where investigations often carry 
much greater discomfort and risk to the patient. New methods of treatment, 
both medical and surgical, new diagnostic procedures, new techniques and 
new drugs with unknown toxic effects all carry attendant dangers to the 
human being. 

Two rules of ethics must always be followed :— 

(i) Risk or inconvenience, immediate or remote, incidental upon the test or 
treatment must be explained to the patient. 

(ii) Having been informed of the risk, the patient must submit voluntarily to 
the test or treatment. 

Too often the patient is expected to have a blind faith in his doctor and 


too little explanation is given to him about what is involved in the test and 
why it is done. I am often astonished at the number of patients who return 
to work having been in hospital for observation or investigation—but for 
what reason they cannot say. All they know is that their doctor is satisfied ! 
The final responsibility always rests with the investigator who must be able 
to justify what he has done to the satisfaction of his own conscience. ‘Do 
unto others as ye would they should do unto you’ is a fair statement to sum 
up the ethics of investigative measures. 

In industry we believe the attitude is well expressed in the statement 
made by Sir Thomas Legge, the first medical Inspector of Factories: ‘All 
workmen should be told something of the danger of the material with which 
they come into contact and not be left to find it out for themselves—some- 
times at the cost of their lives’. Before investigations are instituted the men 
are therefore gathered together and told the risks of the process, the pre- 
ventive measures which are taken for their benefit and the medical investiga- 
tions which are considered necessary as a check on the efficiency of the safety 
precautions. It is rare to have a refusal to submit regularly to examination or 
special investigation, and, as would be expected, more illness of constitutional 
than of toxic origin is discovered. A note of such findings should always be 
sent to the general practitioner. 


MASS RADIOGRAPHY 
The ethics of mass radiography would almost warrant a discussion on its 
own, but it must be mentioned as an example of the unnecessary extreme to 
which professional secrecy can be carried. Although great use is made of 
factory populations for mass surveys, and the Unit visits factories at the 
invitation of the management, only a statistical analysis of results is sent 
eventually to the industrial medical officer. Even the general practitioner is 
not informed of results unless his patient agrees. On occasion this has led 
to an unnecessary spread of tuberculosis in a small office when the original 
offender has refused treatment. It is also not unknown for cases of pneumo- 
coniosis, a truly preventable industrial disease, to remain exposed to a hazard 
because the director of the mass radiography unit is not permitted to notify 
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the industrial medical officer of the names of the patients he has discovered 
to be suffering from the early signs. 

Friendly cooperation between the director of the mass radiography unit, 
the general practitioner and the industrial medical officer would prevent 
these anomalies arising, but no ethical rules should ever be framed in such a 
way that professional secrecy can operate to the detriment of the group and 
be of only doubtful benefit to the individual. 


RELATIONS WITH MANAGEMENT 

The maintenance of professional secrecy in his dealings with management 
is a particularly knotty problem for the industrial medical officer, who has 
always to bear in mind that he is dealing with, not only the patient’s employer 
but his own too. Sickness absence interests an employer because every man 
away from work means a loss of production time and, of course, the figures 
throughout industry as a whole are quite staggering. It is estimated, for 
example, that on any one day some 836,000 persons are absent from work 
through sickness. This is equivalent to the complete shutting down of 10 
factories, each of 2,500 employees, for one week. 

Schemes for continuation of basic earnings during sickness are now widely 
accepted and employers know that sickness absence is often unnecessarily 
prolonged when there is no financial stimulus to return to work. In fact, 
the over-all sickness absence in those whose pay is made up is at least twice 
that of the group who are only entitled to National Health benefit. The 
employer therefore naturally takes a great interest in medical certificates and 
finds it particularly difficult to understand why an attack of influenza keeps 
one of the latter group off work for three weeks and one of the former off for 
eight weeks. He cannot understand why the industrial medical officer, who 
conducts examinations on his behalf, has no power to alter the decision of 
the general practitioner and, in fact, always supports his colleague. He must 
do so, for etiquette dictates that he should. Privately, of course, the industrial 
medical officer may disagree with the general practitioner’s certificate but 
he knows that the doctor is in the hands of the patient, and not vice versa 
as the employer would like to think. 


MEDICAL CERTIFICATES AND REPORTS 
Consent is implied in the issuing of medical certificates and reports, par- 
ticularly as they are handed to the patient for his benefit. Nevertheless, 
ethical considerations enter into the wording of the certificate and par- 
ticularly to the wording of the diagnosis. This may be exact but more often 
is either inaccurate or completely illegible. The good employer is not only 
interested in sickness absence—he is also anxious to help the individual as 
much as possible. Unless, therefore, the industrial medical officer is 
prepared occasionally to break through the barriers of etiquette and the rules 
of ethics, the patient may suffer hardship which can be avoided if the 
employer is given more information. For example: (i) the prolongation of 
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salary payments at full rate to the patient dying of malignant disease whose 
certificate states he is suffering from ‘gastritis’ ; (ii) the early pensioning of a 
case of disseminated sclerosis whose struggles to keep working with his 
‘neuritis’ have been distressing to himself and his colleagues and family; 
(iii) the temporary re-employment in an easy job of the patient with 
leukemia whose frequent absences with ‘debility’ have been causing com- 
ment. All these can only result from a breach of professional secrecy by the 
industrial medical officer in his dealings with shrewd, hard-headed but often 
soft-hearted business men. 


CONCLUSION 

The days of the top hat and frock coat have gone and the growth of the 
welfare state with its so-called free medical services has altered the face of 
medical practice. The doctor has become the focal point or licensing 
authority for the free issue of innumerable articles and at the same time he 
has become fair game for the legal action instituted by his patients. A 
multiplicity of clinics has grown up to replace the work of the general prac- 
titioner and one might almost wonder if the claim for the exclusive possession 
of the patient by the general practitioner at all times and in all places is not 
now something of a fetish. 

The Hippocratic Oath and the rules as laid down by the British Medical 
Association ethical committee are largely outdated in their details. Neverthe- 
less, the principles involved are still those of good manners and courteous 
behaviour in members of a profession which, in spite of changing times, 
retains unto itself a dignity which one hopes will never be lost. The most 
important controlling influence is the conscience of the doctor and his desire 
always to do what is best for the patient. Conscience cannot be taught but 
ane imagines it can be developed in the medical student. Good manners can 
certainly be taught in schools, in the home and by the teachers whose 
responsibility it is to produce the future generations of doctors. In South 
Africa one reads of a lecturer in medical ethics. A similar appointment in 
this country does not appear to exist, nor is it necessary. Nevertheless, the 
principles of etiquette and ethics can be and should be instilled into medical 
students by example and indeed by a series of lectures. A period of appren- 
ticeship in general practice might also bring an appreciation of the necessity 
for friendly and courteous relations between doctors and of the need for 
retaining, in all circumstances, the confidence of the patient. 

A well-known and highly respected general practitioner recently com- 
mented to me that the only etiquette remaining in medicine today was 
between the general practitioner and industrial medical officers; maybe 
that is because the majority of industrial medical officers who try to uphold 
the high standards of their profession have served an apprenticeship in 
general practice. 
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THE codes of ethics and etiquette which guide the conduct of doctors have 
been many centuries in the making; the public health medical officer has 
only come into existence within the last hundred years. It is therefore 
scarcely surprising that there should have been some difficulty and 
uncertainty in fitting the codes to the newcomer and the newcomer to the 
codes. He was a new and hitherto undreamed-of sort of doctor, so new that 
the traditionalists wondered whether he was in fact a doctor or not. Much 
of the difficulty has arisen from precisely this point and relationships — 
become a great deal easier once it is realized that he is a doctor, of a 
special kind. 

Most other doctors treat sick individuals. The public health doctor 
is a physician sometimes to sick individuals, sometimes to healthy indi- 
viduals and sometimes to a sick or healthy community. Most other doctors 
use the traditional armamentarium of medicine and surgery with its modern 
extensions; the public health doctor may use traditional medicines and 
procedures but also makes use of a wide range of social techniques such as 
the sending of a child to a special school, the rehousing of an overcrowded 
family or the provision of a home help for a sick or aged person. The 
third major difference is that, whilst other doctors are fairly sharply divided 
into general practitioners and consultants, the public health doctor, though 
officially not graded as either, may in practice function sometimes as one 
and sometimes as the other. 


THE BASIS OF GOOD PUBLIC HEALTH DOCTORING 
The fundamental basis of good public health doctoring, as of good doctoring 
in any other field, is the doctor-patient relationship, whether the patient be 
an individual or a community. Not every public health medical officer has 
fully grasped this and all its implications and it is certainly not understood 
as widely as it ought to be outside the public health service. This is, no 
doubt, mainly because the Health Department employs a considerable 
proportion of lay people amongst its administrative and executive staff, and 
doctors have always found it difficult to reconcile lay assistance with the 
requirements of medical etiquette. The point which has to be grasped is 
that treatment by administration in appropriate cases is no different in 
principle from treatment by, say, occupational therapy, physiotherapy or 
radiotherapy. The public health inspector, the domestic help organizer, 
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the administrative officers, the clerks and the secretaries are all, by virtue 
of the part they take in treatment, medical auxiliaries. 

This imposes a considerable responsibility on the medical officer of health 
and his staff. It means not only that professional discretion must pervade 
the atmosphere of the department but that the conduct of the department 
and its staff must be appropriate. Nothing should ever be said or done by 
any staff member in his dealings with members of the public which would 
be inconsistent with the manner of a doctor to his patient. 

It has an effect at least as important upon the relationship of other 
doctors with the health department, particularly where the interchange of 
information is concerned. If a consultant or general practitioner seeks the 
help of the medical officer of health and his department in the care of a 
patient he must be no less frank and courteous in the giving of information 
to the medical officer of health than he would be in dealing with a fellow- 
clinician. When, for example, the hospital consultant considers that a child 
with an orthopedic disability might benefit by special educational treatment 
it is not sufficient for him to ask the almoner to send the medical officer of 
health a brief note; both the interests of the child and common courtesy 
indicate that a reasonably full letter from doctor to doctor is the proper 
thing. 

The obligation is, of course, reciprocal and, whenever the medical officer 
of health provides social therapy in the treatment of a patient for any 
condition in which either hospital consultant or general practitioner is 
interested, he ought to satisfy himself that his colleagues know what is 
happening. Particularly when he initiates social therapy, as distinct from 
when he provides it at the request of another doctor, it is desirable that he 
should let the patient’s general practitioner know what he is doing. 

These basic principles being understood, much of the practice of etiquette 
can be quite simply derived from them. There are, however, certain special 
aspects of the public health doctor’s work which require particular comment. 


CLINIC TREATMENT 
The so-called ‘minor ailment clinic’ has been a feature of the school health 
service almost since its inception, and the child welfare clinic has provided 
some simple treatment for children below school age. Both originally under- 
took treatment because there was no other way in which children could 
receive it free of charge and this original need has been theoretically 
eliminated by the coming of the National Health Service. In practice, 
however, both clinics are still attended by children who require treatment 
for minor conditions, and problems of etiquette occasionally arise. There 
is one golden rule which the prudent clinic doctor always bears in mind. 
It is that since he cannot provide domiciliary treatment for his patient he 
should not begin—and thus accept responsibility for—the treatment of a 
condition which might require medical care in the home before the patient’s 
next clinic attendance. It is also undesirable that he should give treatment 























“— 








THE MEDICAL OFFICER OF HEALTH 27 


for-a condition for which another practitioner is already treating the child 
except, of course, with that practitioner’s knowledge and concurrence. 
Provided that these rules are observed, the clinics can provide a useful 
treatment service to supplement other provisions; they may, in fact, save 
the general practitioner, the parent and the child an appreciable amount of 
trouble. 

The essential difficulty is the decision as to what treatment is or is not 
‘proper’ to a clinic. There is no unanimity about this either among general 
practitioners or among clinic medical officers and it is doubtful whether 
there is any final answer except in the building up, by experience, of a good 
understanding in each locality. 

This does not apply to certain special clinics such as speech clinics and 
remedial exercise clinics. The school medical officer is something of a 
specialist in the field of minor functional deviations from the normal and 
not uncommonly the special clinics provided by the school health service 
are the only provision of their kind in the neighbourhood. Neither ethics 
nor etiquette would prevent the school medical officer from referring a 
child to such a clinic without prior consultation with the family general 
practitioner, but it can do no harm, and may do positive good, if the general 
practitioner is informally told that the defect has been found and treatment 
provided. 


REFERRAL FOR CONSULTATION 

The school medical officer must, and the child welfare officer does, see 
children who have not been taken to their family doctors because they 
have never been ill enough but who are suffering from major disabilities or 
defects on which it is desirable to have a consultant’s opinion. The agreed 
procedure in the school health service, by which the family doctor is 
advised that the school medical officer proposes to seek a consultant’s 
opinion and will do so unless he is advised that the family doctor proposes 
to make arrangements to that end himself, is a practical one and works 
pretty well; the child welfare medical officer commonly follows the same 
procedure in respect of pre-school children. When the school medical 
officer receives the consultant’s opinion he will advise the general practitioner 
of it; it is regrettable that not all general practitioners, when they have 
themselves chosen to arrange for the consultation, tell the school medical 
officer what the consultant has said. 

Occasionally a major conflict may arise in a case in which the general 
practitioner does not consider that a further opinion is desirable or necessary 
and is not prepared either to arrange a consultation himself or to agree to 
referral by the school medical officer. The problem is one for the conscience 
of the school medical officer and cannot be solved by rule of thumb. What- 
ever treatment is finally given will be the more successful if school medical 
officer and general practitioner are, at any rate, not pulling against one 
another, and the former should make every effort to persuade the latter to 
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adopt an attitude at least of neutrality. If, however, he is sincerely convinced 
that the interests of the patient demand a consultant’s opinion he has only 
one course to follow. 


PUBLIC RELATIONS 

Training and tradition alike demand that the clinician should be shy of 
publicity. The medical officer of health, on the other hand, must as part of 
his duty endeavour to educate the public and to influence public policy in 
the interests of human well-being. Amongst other things he will give talks 
and lectures to the public, issue educational leaflets and make statements 
to the lay press. These duties are accepted as a fact and he is not likely to 
find himself in receipt of a warning notice from the General Medical 
Council as a result of fulfilling them. He may, however, run the risk of 
embarrassing other doctors in the process and he should be at considerable 
pains to avoid saying or writing anything which might be understood as 
criticism of what his colleagues are doing. Before dealing in public with a 
controversial subject he will be wise to consult informally with local leaders 
of medical opinion; since he cannot exercise control over the precise way 
in which the Press reports him he will at least give evidence that his 
intentions are beyond reproach. 

Often the public health doctor with special experience will be asked to 
lecture to various bodies in the districts of other medical officers of health. 
A lecture to a ‘closed group’ (e.g. a ‘one-day school’ of social workers or 
probation officers) presents no difficulty but it is the accepted rule that when 
lecturing to an open public meeting he should give the local medical officer 
of health ‘friendly and informal notice’ of his intention to do so. It is wise 
to go even beyond this and, before accepting the invitation, to tell his 
colleague that he has received it and ask whether he has any observations. 
It is not unknown for a voluntary body which has a real or fancied grudge 
against its local medical officer of health to invite another public health 
doctor to lecture to it with the deliberate intention of provoking trouble; 
this is a contingency which should always be guarded against. 


THE MEDICAL OFFICER OF HEALTH AS 
“EMPLOYER’S DOCTOR’ 
Many local authorities require their medical officer of health to act as 
medical examiner under their superannuation schemes. The practice is not 
ideal, but there is no doubt that if the authority frames its agreement with 
its medical officer in the right way it can impose this duty on him. The 
examination of candidates for entrance to the authority’s service presents no 
problem of etiquette, but the question of whether or not an employee should 
retire on pension on health grounds is less simple. In these cases the 
employee has usually been absent from work ill for a long period under the 
care of his own doctor and the assessment of his physical state must depend 
very largely upon the findings of the general practitioner. The medical 
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officer of health will therefore consult the general practitioner and, since the 
outcome of the consultation may substantially affect the employee’s future, 
his consent to the consultation should be obtained, preferably in writing. 
In most cases the medical officer of health and the general practitioner will 
have little difficulty in reaching agreement and if it is agreed that the 
employee should retire on health grounds it may well be best and easiest 
for the general practitioner to suggest that course to him. 

Genuine embarrassment may arise in those areas in which the local 
authority regards its medical officer of health as a referee under its sick pay 
scheme. It is undesirable from any point of view that the medical officer of 
health should be required to pronounce on whether an employee who is sick 
is or is not fit to return to work, as confusion is liable to arise as to whether he 
is acting as an impartial referee or as the agent of the employer. In ethics 
and etiquette he is placed in the impossible position of having to pass 
judgment on the validity of a general practitioner’s certificate that the patient 
is unfit. Practices vary; my own, which has proved a reasonable working 
compromise, is not necessarily ideal. 

I inform the department which makes the request that I am not prepared 
to assess the patient’s fitness, but that, if the patient consents, I shall 
informally consult his general practitioner. It happens just often enough to 
justify the procedure that the general practitioner may have misunderstood 
the actual nature of the employee’s work or that in the light of the general 
practitioner’s full information I may be able to secure an adjustment of 
duties which enables him to come back to work fairly soon. If the conflict 
cannot be resolved in this way the only proper course would be for the 
local authority to seek the guidance of an appropriate independent 
consultant. 


THE MEDICAL OFFICER OF HEALTH AND HIS COMMITTEES 
Whilst the medical officer of health can take certain decisions on his own 
responsibility, the working of Local Government requires that certain 
others must be taken by committees of local authority members to whom he 
can merely tender advice. There is considerable variation between authorities 
in the extent to which the medical officer of health has executive powers. 
Although in ethics and etiquette the members of the staff of the health 
department can be regarded as medical auxiliaries, this cannot appiy 
to committee members and therefore the disclosure to them of medical 
information is a matter of some concern. Where decisions by the committee 
are mainly matters of routine (e.g. the sending of patients to convalescent 
homes) it is simple and practical to number the cases and report briefly 
on them to the committee without disclosing names or addresses. Instances 
inevitably occur, however, when an individual case must be considered 
for special action in circumstances in which it is impossible to avoid associat- 
ing the medical information with a particular person. Probably the best 
practice here is for the medical officer of health to consult the chairman of 
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the committee and, discussing the case with him freely in confidence, to 
decide how the committee shall be approached. It is not usually difficult 
to persuade the committee to make its decision on minimal information 
if the chairman assures the members that he himself is satisfied that the 
grounds on which the medical officer of health advises action are fully 
justified. 

Difficulty may occasionally arise in such matters as applications for 
housing priority on health grounds. Medical certificates in support of 
applications may be submitted to the housing department of the authority, 
but as a rule the medical officer of health is asked to advise that department 
on the action which should be taken in each case. Commonly the general 
practitioner submits his certificate in the somewhat guarded form applicable 
to a certificate to a lay body, whilst the medical officer of health may find it 
for that reason unhelpful. Difficulty can be avoided if the latter explains to 
the general practitioners the rules and practice of his authority in such 
matters as this; there is no reason why they should not write to him in 
amplification of a certificate submitted to the housing department, and it 
should not be difficult for medical officer of health and general practitioner 
to agree on the amount of information which might finally be communicated 
to the housing manager and his committee. 


CONCLUSION 

Every doctor, however conscientious and careful, will sometimes, through 
accident or inadvertence, be guilty of breaches of etiquette, and whether 
his slip causes offence or not may depend fortuitously upon a colleague’s 
mood at the time. In any case there are no rules of absolutely universal 
application. The basic principle of all good manners is the old precept that 
one should put oneself in the other person’s place and do as one would be 
done by. This is easy enough in relationships with a colleague doing similar 
work in similar circumstances but much less easy when the people concerned 
are in two branches of medicine with different methods and even different 
aims. The more successfully the medical officer of health is able to explain 
to general practitioners and hospital physicians and surgeons in his district 
what he is trying to do and how he is trying to do it, the more informal his 
relations with them will become and etiquette will take care of itself. The 
etiquette of a formal code is something essentially designed to prevent 
quarrels between comparative strangers. It will help medical officers of 
health and general practitioners to avoid errors which might prevent friend- 
ship from developing, but true harmony does not live by etiquette alone. 
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THE tradition of professional secrecy is as old as medical practice. In all 
forms of the doctor’s oath that have survived in the Hippocratic collection 
(Jones, 1924) there are passages to the following effect: ‘Whatsoever, in my 
capacity as physician, or even when not so acting, I see or hear that ought 
never to be published abroad, I will not divulge but consider such things 
to be holy secrets’. In a hundred years no allegation of infamous conduct 
involving a breach of the rule of secrecy has ever been brought to the 
General Medical Council and there have been astonishingly few actions for 
civil damages on that account. The record is good and indeed remarkable 
because the limits of professional secrecy are difficult to define with precision 
and the circumstances of particular cases are so variable that more contention 
might have been expected. 

Problems of medical secrecy are of three kinds: those that concern a 
doctor and his patient; those that involve disclosure of the results of pro- 
fessional work to other persons or authorities, and those that relate to 
medical evidence in the Courts. 


THE PATIENT AND THE TRUTH 

A simple question indicates the nature of the first type. Should a patient 
always be told the full truth about his condition? In most cases complete 
candour is best but in some, surely, compassion rightly claims precedence of 
truth. Difficulty most commonly arises in cases of incurable or mortal 
disease and it is neither wise nor humane to tell every victim the facts as 
soon as the diagnosis is established. Much depends upon the temperament 
and courage of the patient, on his religious faith and on his personal respon- 
sibilities; the situation calls for careful judgment, and discretion must be 
allowed to the doctor. Some patients never ask for the whole truth: if they 
do and insist on an answer they must be told it—but it should not be volun- 
teered without compelling reason. 


PROBLEMS OF DISCLOSURE 
In the Hippocratic Oath secrecy is enjoined in respect of things that ought 
not to be published abroad. What ought or ought not to be so published is a 
matter of opinion and in Great Britain society has decided that in the public 
interest doctors shall reveal things discovered in the course of practice by 
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notifying certain infectious and industrial diseases and by issuing accurate 
certificates of birth and death. These notifications and certificates have 
become so much a routine part of practice that it is difficult to believe that 
when they were introduced they were opposed on the ground that they 
infringed professional secrecy. 

Disclosure is also permissible with the consent of the patient and it is wise 
in some cases to obtain this consent in writing—for instance, when an 
employer or a friend asks for a report—but it would be manifestly silly for a 
doctor to inquire of a man whether his wife may be told he has the ’flu. The 
written consent of a patient, however, should always be obtained before a 
report on his condition is sent to an Insurance Company or a solicitor 
after an accident which may become the subject of litigation. Certificates of 
sickness which mention the diagnosis do not infringe the rule of secrecy 
provided they are given to the patient. Access to professional notes and 
hospital records should be restricted to those who have a proper interest in 
them—doctors, nurses, students and secretaries—and care should be 
taken to prevent their perusal by anyone else. 

Occasionally, permission to disclose the results of examination may 
safely be presumed. In connexion with Life Insurance the applicant clearly 
understands that a full report will be sent to the Insurers and consents to 
this course by submitting to the examination. Similarly, when the applicant 
informs the Insurance Company that he has been treated in the past by a 
doctor (other than the one conducting the examination) it is implied that a 
request may be made to that doctor for information. Assent to disclosure 
to the employer of the results of examination of an employee may also be 
presumed when the employer arranges the examination and pays the cost 
of it because the employee has the right to refuse examinations if he wishes 
to do so. 

All this is straightforward and presents little difficulty. Serious problems, 
however, arise when a doctor in the course of his work discovers either 
(a) that a crime may have been committed or (b) that secrecy in the interest 
of the patient may involve injury to others. 


DISCLOSURE IN CASE OF CRIME 
Criminal abortion is an offence likely to come to the notice of a doctor in 
the course of practice. What should he do? In the first place he should 
insist on a consultation and if his suspicions are confirmed he should urge 
the patient to make a statement to the police. If the statement is refused (as 
in my experience has invariably been the case) he should ask the patient 
to sign a note that she would not make the statement but take no further 
action and continue treatment. Technically, under the Criminal Law a 
doctor, by failing to reveal the truth to the authorities, is guilty of the 
misdemeanour known as misprision of felony, but in fact, whatever the law 
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may be, it is fortunately not the custom to prosecute for misprision even 
when a person who knows of a felony is questioned by the police and refuses 
to make a statement (Williams, 1953). If a doctor were to be prosecuted for 
failure to disclose a criminal abortion his position would be greatly streng- 
thened if he were able to produce a note signed by the patient to show that 
he had urged her to make a full statement. In the event of death due to the 
abortion the doctor should give an accurate certificate of the cause and 
notify the coroner. Refusal of a death certificate, when the facts are known, 
merely aggravates the misprision. 

Attempted suicide is now very common but prosecution is rare. Patients 
should be admitted to hospital for treatment: if this is impossible for any 
reason a consultation should be arranged. In my hospital nearly a hundred 
cases of attempted suicide were admitted in the course of a single year: 
although the police knew of most of these cases before admission we were 
seldom asked for reports on them and legal proceedings were quite excep- 
tional. In such circumstances professional secrecy is, in general, wise and 
humane. Death by suicide should, of course, be notified to the coroner. 

Crimes of violence are fortunately rare in this country. If in the course of 
practice a doctor discovers evidence that warrants serious suspicion of 
murder or rape he should, unhesitatingly, disclose it to the police, for he 
has a duty to society as well as to his patient and no sensible person will lose 
confidence in professional honour and discretion if he discharges it. 

Cases of suspected poisoning cause grave difficulties. If the patient dies, 
a death certificate should be withheld and the coroner should be informed 
confidentially of the suspicion so that full investigation may be under- 
taken, but if the patient survives a consultation should invariably be held. 
In such cases it is wise to admit the patient to hospital for the collection of 
specimens and to refute or establish the diagnosis. If the suspicion of 
attempted poisoning proves justified disclosure should be made to the police 
for it is unfortunately true that a poisoner is rarely convicted on account of 
his first victim. On the other hand, it is neither the duty nor the responsi- 
bility of doctors to assist the police in the detection of minor offences: if 
after a drunken brawl or other disturbance which has not entailed loss of 
life, the police are searching for offenders it is not required of doctors that 
they shall report injuries of patients which suggest their participation 
in the affair. 


CASES IN WHICH SECRECY MAY INVOLVE INJURY TO OTHERS 
The driver of an express train develops epilepsy and seeks advice and 
treatment for his attacks of unconsciousness which come on suddenly and 
without warning. He refuses to disclose his disability to his employers for 
fear that he will lose his job. What is the doctor’s duty? If the patient per- 
sists in his refusal to give consent to disclosure, the rule of professional 
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secrecy must be broken in the interest of public safety. It may be argued that 
disclosure by the doctor in such circumstances may discourage patients from 
seeking medical treatment and lead to concealment of maladies that unfit 
them for their work. This is not a serious risk for most patients permit 
disclosure when the facts are discussed candidly. On two occasions when 
patients have remained adamant in refusal in my consulting room I have 
sent them registered letters marked personal and confidential to say that 
I could not reconcile it with my conscience to maintain secrecy and pleaded 
for permission to reveal the truth. In both cases the patients relented and the 
difficulty was solved. The principle of common law appears to be (Atkinson, 
1917), that privilege may exist ‘where the person who makes a communica- 
tion has an interest, or a duty, legal, social or moral, to make it to the person 
to whom it is made and the person to whom it is made has a corresponding 
interest or duty to receive it’. Here, although the communication may 
contain matter that would ordinarily be defamatory, it is not actionable if 
the communication is fairly and honestly made in bona fide belief in its 
truth and without any gross exaggeration. In any case before him the Judge 
decides whether this principle is applicable. 

It will be observed that the principle applies when a doctor has a legal, 
moral or social duty to perform. Moral and social duty is often a matter for 
individual judgment and in a doubtful case the doctor is wise to seek advice 
either by ordinary professional consultation or from his solicitor or the 
legal department of one of the Defence Societies. The general rule to be 
followed is that disclosure should only be made when it is certain that 
secrecy involves the likelihood of serious injury to others and that the 
disclosure should be restricted to those who may be directly involved in 
the risk. 

It is no part of the duty of a doctor to reveal immoral conduct in a patient: 
a gynzcologist was condemned to pay enormous damages because he 
revealed an early miscarriage in a woman to the relatives of her long absent 
husband (Saundby, 1907). In summing up this case Mr. Justice Hawkins 
(Lord Brampton) is reported thus: “When it was said there was a general 
rule existing in the Medical Profession that whensoever they saw in the 
course of their medical attendance that a crime had been committed or was 
about to be committed they were in all cases to go off to the Public Prose- 
cutor he (the learned Judge) was bound to say that it was not a rule which 
met with his approbation and he hoped it would not meet with the appro- 
bation of anybody else. There might be cases when it was the obvious duty 
of a medical man to speak out’. 

In cases of venereal disease disclosure has been considered justified when 
the patient’s condition involves the infection of others but a doctor has had 
to pay damages because he revealed the fact that a barmaid had venereal 
disease, not only to her husband and her employers, but also to another 
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barmaid. It was held that the disclosure to the husband and the employers 
was justified and the damages were in respect of the communication to the 
fellow worker (Brend, 1915). The introduction of more effective remedies 
for venereal disease has notably reduced the difficulties in dealing with its 
contingent problems. 


PROFESSIONAL SECRECY AND MEDICAL EVIDENCE 
IN THE COURTS 
In Westminster Hall, in 1776, before the Right Honourable House of her 
Peers, Elizabeth, Duchess of Kingston, was charged with bigamy. Mr. 
Czsar Hawkins, a surgeon, was called to the witness stand to prove the first 
marriage, and questioned. 

‘Do you know from the parties of any marriage between them?’ 

Mr. Hawkins replied: ‘I do not know how far any thing that has come before me 
in a confidential trust in my profession should be disclosed consistent with my 
professional honour’. 

Lord Mansfield intervened: ‘I suppose Mr. Hawkins means to demur to the 
question upon the ground that it came to his knowledge some way from his being 
employed as a surgeon for one or both of the parties . . . If all your Lordships 
acquiesce Mr. Hawkins will understand that it is your judgment and opinion that a 
Surgeon has no privilege where it is a material question in a civil or criminal cause 
. . . to say that his introduction to the parties was in the course of his profession and 
in that way he came to the knowledge of it. I take it for granted that if Mr. Hawkins 
understands that it is a satisfaction to him and a clear justification to all the world. 
If a Surgeon was voluntarily to reveal these secrets to be sure he would be guilty of 
a breach of honour and of great indiscretion: but to give that information in a Court 
of Justice which by the law of the land he is bound to do will never be imputed to 
him as any indiscretion whatever’ (Wigmore, 1923). 

Lord Mansfield’s comment was later enunciated more tersely by M. R. 
Jessel, thus: ‘Communications made to a medical man whose advice is 
sought by a patient with respect to the probable origins of a disease as to 
which he is consulted and which must necessarily be made in c:der to enable 
the medical man to advise and prescribe for the patient are not protected’. 

In other words, the Law of England grants no privilege in the Courts to 
medical secrecy. Several legal authorities have expressed regret at the rule 
and many Judges have dealt tenderly with doctors who were in difficulty as 
reluctant witnesses before them. In 1922, Lord Dawson of Penn made an 
eloquent appeal before the Medico-Legal Society for a change in the rule; 
he pointed out that in practice (though not in law) privilege was accorded to 
priests and contrasted the position of doctors with the complete protection 
afforded to communications between lawyers and their clients. In 1937, a 
Medical Practitioners (Communication) Bill, designed to give some pri- 
vilege to doctors in the Courts, was introduced to the House of Commons 
but it failed to pass a second reading. 

The best discussion I have found on the General Principle of Privileged 
Communications is by Wigmore (1923). I was referred to it by my colleague, 
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A. D. Hargreaves, Barber Professor of Law in the University of Bir- 
mingham. 

The plea for medical privilege may be defined as a claim to exception 
from the general liability of every person to give testimony upon all facts 
inquired of in a Court of Justice and four conditions are essential to its 


justification : 
(1) The communications must originate in confidence that they will not be 


disclosed. 
(2) The confidence must be essential to the maintenance of a proper relation 


between doctor and patient. ; aie 
(3) The relation between doctor and patient is one which ought, in the opinion of 


society, to be fostered. 
(4) The injury that the general relation of doctors and patients would suffer by 


disclosure of confidential communications must be greater than the benefit gained 
by a correct verdict of the Court. 


With regard to the first it may reasonably be argued that in only a very 
small proportion of the communications between doctor and patient is the 
element of mutual confidence of serious significance: it is notorious that 
many patients discuss with friends and relatives not only their symptoms 
but also their doctor’s opinions. The second condition may be examined 
in the light of actual experience because there is great variation in the Law 
in different parts of the world. In France and in more than half the States 
of the American Union, for instance, considerable (and in some cases almost 
complete) privilege is accorded to doctors in the Courts. As Wigmore says, 
there is no evidence whatever that the normal confidential relationship of 
doctors and patients is in any way disturbed by the legal rules. In England, 
where there is no privilege, mutual confidence of doctor and patient is 
probably greater than it is in the United States or in France where medical 
privilege in the Courts exists. The answer to the implied question in the 
third condition is beyond doubt in the affirmative and the fourth condition 
is in accord with the dictates of common sense. 

As a whole the English system by which no specific privilege is accorded 
to doctors in the Courts works well—particularly when it is tempered, as it 
often has been, by the sympathy of Judges in cases of difficulty. 
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THE DOCTOR, THE CORONER 
AND THE POLICE 


By FRANCIS E. CAMPS, M.D. 


Reader in Forensic Medicine (University of London) at The London Hospital 
Medical College 


THE ethical relationship between the medical profession and the Law has 
always been controversial, representing as it may for any doctor a conflict 
between dual loyalties. On the one hand there is the Hippocratic Oath with 
the fundamental doctrine that any patient is entitled to seek the medical 
advice of his doctor without fear; on the other, the obligations of the doctor 
as a member of the public who is subject to the laws of the land. 


THE DOCTOR AND THE POLICE 

On occasions, these two loyalties must inevitably clash because it is the 
duty of every citizen to assist the police in bringing a criminal to justice. 
This does not, of course, mean that he shall become a detective and gra- 
tuitously go out of his way to carry out investigations but that when a crime 
is brought to his notice he shall help, not hinder, the police. If an occasion 
arises which does not involve a person with whom he is in professional 
relationship, his reaction will require no second thought; but should his 
work, in whatever type of practice he may be engaged, bring to his notice 
that a serious offence has been committed, he may be in a dilemma. His 
decision may be made even more difficult should he think that his patient 
is going to die, for he may then be associated with a criminal investigation 
or coroner’s inquiry which may be embarrassing for him should he have 
been in error. He should never forget that he can share his problem with a 
professional colleague or seek the advice of a specialist in legal medicine. 

It is situations such as these which have led to errors of judgment and on 
occasions a feeling by the police that the doctor has lacked in cooperation. 
Experience has shown that in some cases unnecessary difficulties have 
arisen from sheer ignorance, lack of proper understanding or clash of 
personalities. There have even been occasions when a member of the 
medical profession has considered himself above the Law. There is good 
* reason to believe that very few of the problems which medical practitioners 
have to face cannot be resolved by using common sense with self-discipline 
and integrity and avoiding self-deception and fear of unpopularity. 

Each case must be dealt with on its merits and this can only be done by 
taking into consideration the interests of the patient, who can always be 
advised to take a certain course, the interests of the public, which may have 
to be considered if the advice is not accepted, and finally the interests of the 
medical practitioner who is certainly not expected to act as a police officer. 

A medical practitioner’s help may be sought by the police in two ways: 
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either by a direct request to carry out an examination on their behalf or by 
asking for information about some particular investigation upon which 
they are engaged. In the former event, unless the doctor is under some 
contract, he is under no legal obligation to do so. This is not intended as a 
recommendation to adopt such an attitude. On the contrary there appears 
to be a moral obligation, for, unless such examinations are carried out by 
experienced and competent doctors, miscarriages of justice might occur. 
This stresses the fact that when a doctor undertakes an examination of this 
kind, it should be done with adequate knowledge not only of how to do it 
but also of its implications. For example, it is to be expected that it will be 
known that proper consent must be obtained from the subject and that this 
involves making sure that he appreciates what may result from it; also any 
inferences to be drawn by the examiner from his examination will not be too 
speculative. The examiner must also be expected to support his report and 
any statement he may make in court on oath at a later date. It is vital that 
no hasty or doubtful opinion should be given in the preliminary stage, for 
upon the statement may depend whether or not a prosecution is instituted, 
and hence sometimes cause a person to be deprived of liberty by being taken 
into custody. 
DRIVING ‘UNDER THE INFLUENCE’ 

An interesting paradox may arise in connexion with the examination at the 
request of the police of a person suspected to be unfit to drive a motor 
vehicle because of alcoholic intoxication (Road Traffic Act, 1956). Thus, 
when a practitioner on arrival at the police station finds the person uncon- 
scious, it is clearly his duty as a doctor to diagnose and treat the condition 
of a person even without consent, for the cause may be other than alcohol, 
such as a cerebro-vascular catastrophe, or there may be danger to life from 
alcoholic or drug coma. Once examined there will immediately exist a 
doctor-patient relationship and the examiner should give no information 
without permission to do so. There seems to be only one solution to such a 
problem, which is to send the person to hospital, for every year deaths occur 
in police station cells with consequent publicity. 

When a person is admitted to hospital as a result of a motor accident, it is 
definitely not the duty of a medical officer to express an opinion as to 
whether he was fit to drive before the accident, nor should he be led into 
carrying out any examination of his patient for the purpose of expressing 
such an opinion. If the police desire such an opinion, then, provided that the 
person is willing to have the examination, he should be advised to obtain a 
doctor of his own choice. The hospital medical officer should, however, bear 
in mind the possibility that he can be subpcenaed to give evidence but is 
under no obligation to make a statement before he does so. Before giving 
evidence he will then have the opportunity of protesting even though his 
notes may be produced. 


SUSPECTED INFANTICIDE 
So far consideration has only been given to situations when the practitioner 
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has been a voluntary agent but occasions may also arise when a police 
officer may seek assistance in connexion with some current investigation. 
For example, when the body of an unidentified new-born child has been 
found abandoned it may be he will ask for the names of recently delivered 
women whose child it might be, or for a list of booked midwifery cases which 
have not reached fruition. Information such as this about a doctor’s patients 
might well be regarded as a breach of professional secrecy and could be 
tactfully refused with justification. On the other hand, if a doctor has 
specific knowledge of a crime, it would appear to be his duty to give infor- 
mation if requested and would be comparable with finding a strangled baby 
when called to a recently delivered woman. Apart from any sympathy for 
the mother, there is always a possibility that she did not kill the baby herself, 
and failure to report the matter in any event would be akin to becoming an 
accessory. Before performing his legal duty, however, his professional duty 
demands that he do everything for the woman’s medical condition. 
Although a situation such as this may present an ethical problem, it really 
does more for it underlines the fundamental principle that the doctor’s fir... 
duty is to his patient; he should also, consistent with the legality, avoid 
anything which might lead to loss of his patient’s confidence and thereby 
deter her from seeking medical advice at the earliest possible moment. 


CRIMINAL ABORTION 
The correct procedure to adopt in cases of criminal abortion raises just this 
sort of problem and the extent of the difficulty is shown by the lack of un- 
animity of opinion even within the medical profession itself, and is increased 
by the possibility of the patient dying, for such a death will undoubtedly 
lead to careful police investigation and almost certain publicity. In such 
circumstances, the coroner may well support the police in the contention 
that failure of the doctor to give information has hindered or even defeated 
the detection of a crime. Examination of published figures shows the large 
number of cases of abortion which occur each year, many of which are due 
to interference. These figures are generally recognized as representing only 
a small proportion of the total number. This problem therefore can be 
classed as ‘everyday’ from the point of view of what line of action to adopt. 
There are one or two facts which may help, because cases of criminal 
abortion can be divided into two classes: those which are induced by the 
pregnant woman herself and those caused by outside assistance. Both are, 
in fact, criminal offences as indeed are attempts to produce abortion except 
in the case of a self-attempt in the absence of pregnancy. It is rare for a 
woman to be prosecuted for self-interference or even for allowing the 
‘operation’ to be carried out upon herself. Nevertheless, the morbidity rate 
following interference is very high and although the mortality may not be 
great, this cannot be ignored when deciding what course to pursue when 
it is clear that patients are suffering from complications due to interference 
by a professional abortionist, for this clearly constitutes a danger to the 
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community and on such grounds alone should be stopped. 

The practitioner is in a quandary, for patients whose life and health will 
depend upon early medical treatment must not have their confidence under- 
mined by fear of police intervention, and yet the fact remains that their 
illness is the result of a serious criminal offence. It may also lead to death 
and hence expose the doctor to public criticism for failing to tell the police. 
Sometimes, although he may have no real proof of interference, he may be 
very suspicious; in such an event he can remember that although he is not 
a detective he has still a decision to make. Thus, if the case is one of self- 
interference and the patient unlikely to die he can scarcely suggest to her 
that she make a statement to the police admitting her own offence, but 
should she not be herself responsible she can be advised to inform the 
police or agree to let the doctor do so. If she refuses, the practitioner must 
rely upon his own judgment which can always be assisted by a second 
opinion. It is in such cases that a friendly relationship with the police may 
save several sleepless nights. 

ATTEMPTED SUICIDE 
The situation is somewhat similar when a patient has attempted to commit 
suicide, except that both practitioner and police have a common interest in 
preventing the attempt being repeated. Again, unless there is a history 
of repeated attempts or some other special circumstance exists, such as a 
suicide pact or refusal to accept medical advice, prosecutions are unusual 
even though it is a criminal offence. A firm assurance that medical super- 
vision will be established and the patient protected when discharged from 
hospital is usually sufficient. One ‘must’ in the treatment of all attempted 
suicides by drugs and carbon monoxide is the retention of samples collected 
on admission, such as blood, urine and stomach contents. Each sample 
should be sealed in chemically clean bottles and retained under lock, in case 
the person should die or be discovered later to be the victim of attempted 
murder. 
SUSPECTED HOMICIDAL POISONING 
When confronted with a case of suspected homicidal poisoning the practi- 
tioner’s duty is clear: he must first protect and treat the patient and then 
inform the police. An important intermediate stage is to obtain proof of 
poisoning for not unnaturally every medical practitioner is loathe to make 
allegations of such a nature unless he is quite certain. Confirmation of the 
diagnosis makes a chemical analysis essential, and this may necessitate 
asking the police who have such facilities to make the necessary arrange- 
ments or using the services of a university department of forensic medicine 
if available. On the whole, chemists not experienced in such examinations 
are unsatisfactory. 
THE DOCTOR AND THE CORONER 

Such difficulties as occur in the relationship between the practitioner and 
the coroner are in the main due to clash of personalities and interpretation of 
rights between medical men without knowledge of Law, and lawyers with 
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no knowledge of medicine. The coroner can take no action until there is a 
dead body within his jurisdiction, although intelligent anticipation may be 
required to deal with some contingencies. 

It is not recommended that the course which was pursued by one doctor should 
be adopted as either tactful or advisable. He rang up a coroner at 7 a.m. on a 
Sunday morning to inquire what course he should pursue in the event of one of his 
patients, who it transpired was still alive, eventually dying! 

The practitioner’s relationship with the coroner will depend upon a 
proper knowledge of the legal and moral duties he owes to him. Whereas a 
medical practitioner is under no legal compulsion to report a death to the 
coroner other than a common law duty which he shares with other citizens, 
he is nevertheless legally bound to issue a certificate of death in all cases 
without fee. Often it is immediately quite obvious that he is in no position 
to issue a proper certificate; e.g. he may never have seen the patient in 
life or there may be obvious evidence of gross violence. In such an event, 
it is clearly a waste of everybody’s time to issue a death certificate which is 
inevitably going to be refused by the Registrar. The only proper procedure 
is to notify the coroner through his officer. To do otherwise would be per- 
verse and even though legally the doctor is right, he is quite obviously 
morally wrong for any other procedure will cause delay, however important 
the doctor may feel himself to be. In passing, it should be mentioned that 
failure to inform the coroner or include in the certificate of death the fact 
that an injury has been sustained by the dead person in the past, remote or 
recent, may render a grave disservice to the relatives who may be entitled 
to claim compensation or who may hold a double indemnity policy. The 
deliberate issue of a misleading certificate of death, such as omitting to 
mention some injury, can lead to severe repercussions and suspicions 
especially if the injury has been sustained while in hospital. 

The position of the family doctor, should he suspect suicide, can be very 
difficult especially if the relations of the deceased have religious beliefs with 
regard to the stigma of suicide or who object to a necropsy. Here it should be 
said that old ideas and tradition die hard and it is still a common fallacy that 
all insurance policies are rendered void by suicide. 

Each year the coroner investigates many cases of death due to violence or 
poison certified as having died of natural causes. The explanation of this 
phenomenon in a certain number of cases is lack of suspicion, and how 
unsuspecting a practitioner can be has to be seen to be believed. 


Recently a doctor informed the coroner of a sudden death in his practice which 
had not been expected. He offered to issue a death certificate as due to some kind 
of heart failure in spite of knowing that there were 60 barbiturate capsules missing 
and unaccounted for. The coroner ordered a necropsy and this revealed, as might 
have been expected, the stomach to be full of the missing drug. 

On another occasion the doctor gave evidence to the effect that he had never 
prescribed a particular type of barbiturate—this had been recovered from his 
patient’s body—a check on National Health Service prescriptions showed, in fact, 
that he had ordered the drug. 

Such actions are dangerous, not merely because of their stupidity but also 


because the medical profession as a whole will suffer. It is scarcely surprising 
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that in such circumstances coroners may make outspoken comments. 


DEATHS IN HOSPITAL 

There is one other matter of importance in respect to the association of 
the coroner with the medical profession which applies mainly to hospital 
medical officers and which has developed during the last few years. In the 
past, it has become a custom for cases which died in hospital within twenty- 
four hours of admission or within twenty-four hours of a surgical operation 
to be reported to the coroner. There was no legal obligation for this but 
it had many merits. Nevertheless, it was found to have produced a stereo- 
typed result which in a way defeated its own object as, for example, it 
became a practice to notify death which occurred 23} hours after an opera- 
tion but not 244 hours. The medical officer tended thereby to lose sight of 
the fact that the object was to ascertain whether the person died as a result 
of the operation and such a death could occur even some days later. Even if 
death was a result of the operation, the wording of the Coroners (Amend- 
ment) Act 1926 showed that, provided that after a necropsy the coroner 
was satisfied (1) that the operation had been properly carried out and was 
necessary as a life-saving measure and (2) that no miscarriage had taken 
place, then he could issue a death certificate without inquest. This, of 
course, also implied that the relatives were satisfied. 

Further safeguards were introduced in the Coroners Rules (1953) where 
it is recommended that necropsies should be performed when possible by a 
pathologist and that a pathologist could indicate that he did not desire to 
carry out a necropsy on a case from his own hospital when death had occurred 
in circumstances which might lead to accusations against the hospital or a 
member of the staff. In other words, the pathologist is given the opportunity 
of avoiding the possibility of having to criticize his colleagues or hospital. 
In such an event, a pathologist not associated with the hospital could be 
requested to perform the necropsy. This seems highly desirable but does 
not appear to be fully appreciated by all pathologists. 


CONCLUSION 

The relationship between the police and the medical practitioner appears 
to be improving and there is a better understanding of the problems 
involved. It is becoming appreciated that it is a matter of common sense: 
on the one hand the doctor should not assume the role of a police officer, 
on the other he must not attempt to place himself above the Law. He is 
beginning to realize that he has a dual obligation involving both his 
relationship to his patient and his duty to the community. 

In respect of the coroner, most difficulties arise because the medical 
practitioner fails to appreciate the duties of the coroner, whilst the coroner, 
if only legally qualified, may not recognize the difficulties of the prac- 
titioner. Hence the solution lies in a better understanding and greater 
cooperation. This may well result from new measures in relation to fees 
which in the past have led to much grievance. 

















MEDICAL CERTIFICATION 


By ALISTAIR FRENCH, M.R.C.S., L.R.C.P., D.I.H. 
Secretary, The Medical Protection Society 


‘Every woman by whom or on whose behalf a claim for maternity benefit is made 
shall furnish evidence that she has been, or that it is expected that she will be, 
confined by means of a certificate or by means of such other certificate as the 
determining authority may accept . . . ’ (S.I.1948, No. 1175—para. 2 (2)). (This 
seeming unorthodox obstetrical technique was subsequently clarified in 1952 by 
the insertion of the words ‘and shall furnish such evidence’ after ‘confined’ [S.I.1952, 
No. 992—para. 3 (3) (a)]). 

‘Mum says please can she ’ave Dad’s sustifket?’ (Arising from the National 
Insurance (Medical Certification) Regulations 1948 as amended). 


‘Have you, so far as you are aware, any pecuniary interest in the death of the 
deceased?’ (Form B—Schedule to the Cremation Regulations—S.R. & O. 1930 
No. 1016). 

FROM conception to cremation and after, the administration of law and of 
the welfare services depends largely upon medical certificates. Despite one 
dictionary definition of the word ‘etiquette’ as ‘forms of ceremony or 
decorum’, medical certification carries far more serious obligations for the 
doctor, involving the risk of possible prosecution for criminal offences 
(including murder), civil actions for damages for alleged untrue or defama- 
tory statements and/or charges of ‘infamous conduct in a professional 
respect’ before the disciplinary committee of the General Medical Council. 

Millions of pounds of taxpayers’ money are paid out annually in maternity, 
sickness, injury and other benefits on the sole authority of the doctor’s 
signature. The disposal of the dead, protection from devastating epidemics, 
the rates of premiums charged for life assurance policies, the freedom of 
international travel, the personal liberty of persons alleged to be suffering 
from psychosis, and many other important amenities of our civilization 
depend basically upon the medical certificate. Familiarity inevitably tends 
to breed some carelessness but the standard of accuracy and honesty is high. 
The rare errors which do occur are almost invariably due to haste or in- 
difference which can nevertheless have serious consequences for doctor and 
patient alike. 


WARNING NOTICE 
The multiplicity and gravity of these obligations are well illustrated by 
Section 1 of the Warning Notice issued to all newly registered doctors by 
the General Medical Council, which reads as follows :— 

‘Registered medical practitioners are in certain cases bound by law to give, or 
may be from time to time called upon or requested to give, certificates, notifications, 
reports, and other documents of a kindred character, signed by them in their 
professional capacity, for subsequent use either in the Courts or for administrative 
purposes. 

Such documents include, among others, Certificates, Notifications, Reports, etc. 
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(a) Under the Acts relating to births, deaths or disposal of the dead; 

(b) Under the Acts relating to Lunacy and Mental Treatment, and Mental 
Deficiency, and the Rules made thereunder; 

(c) Under the Factory Acts and the Regulations made thereunder ; 

(d) Under the Education Acts; 

(e) Under the Public Health Acts and the Orders made thereunder ; ; 

(f) Under the Acts and the Orders relating to the notification of infectious 
diseases ; 

(g) Under the Family Allowances Acts, National Insurance (Industrial Injuries) 
Acts, National Insurance Acts, and National Health Service Acts, and the Regula- 
tions made thereunder; 

(h) Under the Old Age Pensions Acts and the Regulations made thereunder; 

(i) Under the Merchant Shipping Acts; 

(j) For procuring the issue of Foreign Office passports ; 

(k) For excusing attendance in the Courts, in the public services, in public 
offices, or in ordinary employments ; 

(1) Under the National Service Acts, or in connexion with persons serving in 
Her Majesty’s Forces ; 

(m) In connexion with matters under the control of the Ministry of Pensions. 

Any registered medical practitioner who shall be proved to the satisfaction of 
the Committee to have signed or given under his name and authority any such 
certificate, notification, report, or document of a kindred character, which is untrue, 
misleading, or improper, whether relating to the several matters above specified or 
otherwise, will be liable to have his name erased from the Register’. 


The moral is obvious. Honesty, good faith and reasonable conscientious- 
ness are the essential criteria to avoid difficulties. 


BIRTHS, DEATHS AND DISPOSAL OF THE DEAD 
Notification of births.—A statutory obligation is placed upon any person in 
attendance on the mother within six hours after birth, to notify the birth 
of any child born alive or dead after the twenty-eighth week of pregnancy. 
This notification must be in writing to the medical officer of health of the 
local health authority and must be made within thirty-six hours of the 
birth. Stamped and addressed postcards are available free of charge from 
the health authority’s offices. 

Registration of births.—Particulars of every birth must be given to the 
Registrar of the sub-district in which it occurred, within 42 days after birth, 
by either the parents or any person present at the birth or in charge of 
the child or the occupier of the premises in which the child was born. 
This statutory duty rarely falls upon the doctor but if it does he should 
remember that giving false information amounts to perjury; e.g. the name 
of the mother’s husband as the father of the child known to have been 
conceived by artificial insemination from a donor (who must remain 
anonymous). 

Registration of stillbirths.—A stillbirth is defined by the Births and Deaths 
Registration Act 1953 (S. 41) as ‘a child which has issued forth from its 
mother after the twenty-eighth week of pregnancy and which did not at 
any time after being completely expelled from its mother breathe or show 
any other signs of life’. No still-born child can be buried or otherwise 
disposed of until the stillbirth has been registered, and the person giving 
the information to the registrar (S. 11) must either produce a written 
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certificate that the child was not born alive, signed by the doctor or mid- 
wife in attendance at the birth or who has examined the body of the 
child; or make a declaration in the prescribed form if that is not possible. 
If there is any doubt about the possibility of the child having been born 
alive the facts should be reported to the coroner. 

Registration of deaths —The same Act (S. 22) provides that the doctor 
attending a person during his last illness before death ‘shall (my italics) 
sign a certificate in the prescribed form stating to the best of his knowledge 
and belief the cause of death and shall deliver it forthwith to the registrar’. 
He is also required to give in the prescribed form written notice of the 
signing of the certificate ‘to some qualified informant of the death’ who has 
the duty to give information concerning the death to the registrar within 
five days from the date thereof (see S. 16). 

This duty is obligatory in every case upon the doctor in attendance upon 
a deceased person during his or her last illness, irrespective of the fact that 
the cause of death may have to be certified as ‘unknown’ or the case may 
be reportable to the coroner for other reasons, in which case Statement ‘A’ 
on the back of the certificate should be initialled by the certifier. 

Books of the statutory forms are available from local registrars of births 
and deaths and the full notes of guidance printed in the opening pages are 
very helpful. The doctor’s responsibility is heavy as the main purpose of 
the Act is still to prevent the concealment of crime and not merely, as 
many people think, the compilation of mortality statistics. 

Cremation Acts 1902 and 1952.—Regulations made under these Acts 
provide that no cremation shall be allowed to take place unless the appro- 
priate completed statutory forms have been approved by the medical 
referee. 

Form ‘A’ is the application for cremation, to be signed by an executor or the 
nearest relative or other person acceptable by the cremation authority, and counter- 
signed by, inter alia, ‘a registered medical practitioner’. Form ‘B’ is the first medical 
certificate given by the doctor who has attended the deceased during his last illness 
‘who can certify definitely as to the cause of death’. Form ‘C’ is the second (con- 
firmatory) medical certificate given by an independent doctor who must be ‘of not 
less than five years’ standing, who shall not be a relative of the deceased or a relative 
or partner of the doctor who has given the certificate in Form “B”’’ (S.R. & O. 
1930, No. 1016). 

It has not been authoritatively determined by the Courts what is meant 
by ‘five years’ standing’ but the Ministry of Health has been legally advised 
that it means a doctor who has been registered with the General Medical 
Council in the United Kingdom for not less than five years. This apparently 
precludes from eligibility to sign Form ‘C’ a doctor long registered elsewhere 
in the Commonwealth who has only recently come on the British Register. 

Reasonable fees are payable by the deceased’s estate in respect of Forms 
‘B’ and ‘C’ but not in respect of Form ‘B’ when the patient dies in a 
National Health Service hospital. It is specifically laid down in Category 
I(d)(iii) of the Schedule to paragraph 14 of the Terms and Conditions of 
Service of Hospital Medical and Dental Staff that this service ‘shall be 
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performed by members of hospital staffs as part of their hospital duties 
and without charge’. 


INFECTIOUS DISEASES AND INDUSTRIAL POISONING 
The control of epidemics and the health and safety of industrial workers 
are regulated by various Acts of Parliament which impose duties upon 
doctors to notify cases of certain infectious or infective diseases and of 
industrial poisoning. 

Notifiable infectious diseases.—Every doctor must send to the medical 

officer of health of the district in which the disease occurs a certificate in 
the prescribed form as soon as he becomes aware that a patient whom he 
is attending is suffering from one of the following:— 
Cholera, diphtheria, dysentery, encephalitis (acute), enteric (typhoid or paratyphoid) 
fever, erysipelas, malaria, measles, membranous croup, meningococcal infection, 
ophthalmia neonatorum, plague, pneumonia (acute primary), pneumonia (acute 
influenzal), poliomyelitis (acute), puerperal pyrexia, relapsing fever, smallpox, 
tuberculosis, typhus, whooping-cough, food poisoning (or suspected food poisoning). 
Other diseases are notifiable in certain districts only. 

Books of certificates are available free of charge from the health depart- 
ments of all local authorities and a fee is payable by the authority in respect 
of each notification received. 

Leprosy regulations.—Every medical practitioner called on to attend a 
patient suffering from leprosy shall, as soon as he becomes aware that the 
patient is so suffering, send to the chief medical officer of the Ministry of 
Health in England, or the local medical officer of health in Scotland, a 
certificate stating the name and address of the patient, the age and the sex, 
and the name of any hospital in which the patient may be lying. A fee will 
be paid in respect of each notification. 

Industrial poisoning.—A medical practitioner must notify to the chief 
inspector of factories, Ministry of Labour and National Service, 8 St. 
James’s Square, London, S.W.1 (in Northern Ireland the address is Stor- 
mont, Belfast), the occurrence in a patient whom he is attending of any 
of the diseases listed below, provided the disease has been contracted in a 
factory or workshop (Section 66, Factories Act 1937; Section 3, Lead Paint 
(Protection against Poisoning) Act 1926). 


Lead poisoning : Chronic benzene poisoning 
Phosphorus poisoning Compressed air illness 
Manganese poisoning Anthrax 

Arsenical poisoning Toxic jaundice 

Mercurial poisoning Toxic anemia 

Carbon bisulphide poisoning Epitheliomatous ulceration 
Aniline poisoning Chrome ulceration 


The notification should state the name, address and occupation of the 
patient; the disease; the name and address of the factory (in the case of a 
painter, the premises on which he is working); the notifying doctor’s name 
and address and the date of notification. Forms (No. 303) for the purpose 
may be obtained from the chief inspector’s office, but a letter giving the 
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above details will be accepted as a notification. A fee of 2s. 6d. is paid for 
each notification. 


NATIONAL HEALTH SERVICE AND OTHER WELFARE 
STATE BENEFITS 

N.H.S. Acts and Regulations.—Paragraph 7 (7) of the Terms of Service for 
general practitioners in the National Health Service (S.I. 1954—No. 669 
—1st Schedule) requires the doctor 

‘to issue to his patients or their personal representatives free of charge the certificates 
referred to in the fifth schedule to these regulations being medical certificates reason- 
ably required by them under or for the purposes of the enactments therein specified, 
and any certificate which a practitioner is required to issue for the purposes of the 
National Insurance Acts 1946, shall be issued in accordance with any regulations 
made under those Acts: 

‘Provided that a practitioner shall not be required to issue a certificate where the 
patient is receiving medical treatment otherwise than from, or under the supervision 
of, a medical practitioner’. 

This proviso is to protect the N.H.S. general practitioner from a possible 
charge of ‘covering’, condemned in Section 2 of the Warning Notice of the 
General Medical Council. 

The list of certificates in the fifth schedule is formidable. It includes not 
only those required for payment of maternity, sickness, injury benefits and 
family allowances but for such purposes as procuring extra coal in cases of 
illness; obtaining permission to import drugs or ‘to export special foods 
with sick traveller or with infant of two years of age or under’; establishing 
fitness to receive nitrous oxide and air analgesia in childbirth; establishing 
unfitness for jury service or to attend for medical examination; and enabling 
a disabled person to be registered as an absent voter. 

Private patients will also require such certificates from their doctors and 
the duty to ensure accuracy and honesty is of course in no way altered by 
the fact that the private doctor is not obliged to issue them free of charge. 

National Insurance Acts.—Rules for the issue of certificates required 
under these Acts are contained in the schedule to the National Insurance 
(Medicai Certification) Regulations 1948, as amended. A certificate must 
not be given without seeing the patient and must be issued not later than 
the day following the examination on which it is founded. No further 
certificate founded on the same examination may be furnished unless in 
replacement of one lost, in which case it should be clearly marked ‘dupli- 
cate’. These and other detailed requirements concerning timing, frequency 
of issue, and the like, are the most fruitful cause of error and trouble, usually 
because the certifying doctor is busy or he wishes to help the patient and 
takes the chance of not being found out. 

Certificates for employers.—These private certificates are required in 
many cases to enable patients to receive additional benefits during illness 
under some voluntary scheme provided by enlightened employers. One 
example which gives rise to much tiresome argument is the so-called 
‘bonus-shift’ certificate requested by coal miners who are paid the wages 
for six shifts if five shifts are worked in the week. If the miner only works 
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four shifts because of alleged illness (e.g. acute headache or diarrhoea) he 
will not be paid for five shifts unless he can produce a doctor’s certificate 
to support his claim that the absence was involuntary. The doctor naturally 
has to rely upon the truth of the patient’s story in most of these cases and, 
remembering the old music-hall story of the office boy’s grandmother’s 
funeral on the day of the boat race, often has good cause for disbelief. 

I understand that the need for these unloved certificates will soon be 
eliminated. The annual representative meeting of the British Medical Asso- 
ciation, in 1956, resolved that industry as a whole should abolish the 
requirement of medical certificates for short illnesses of this nature. 


LUNACY AND MENTAL TREATMENT, AND MENTAL 
DEFICIENCY ACTS 
These statutes probably place upon the doctor the heaviest responsibility 
of all in the whole field of medical certification. His signature can deprive 
the patient of physical liberty and civil rights although it is true that the 
actual Reception Order is made by a Justice of the Peace or other ‘judicial 
authority’ who can, but rarely does, over-rule the doctor’s certified opinion. 

Strict safeguards are therefore essential and the doctor must act ‘in good 
faith’ as well as ‘with reasonable care’. The facts upon which he forms his 
opinion must be stated in the statutory form of certificate ‘as if the matters 
therein appearing had been verified on oath’ (Lunacy Act 18g0—S. 28 (4)). 
He must personally examine the patient ‘not more than seven clear days 
before the date of the presentation of the petition, and in all other cases 
not more than seven clear days before the date of the (reception) order’ 
(S. 29 (1)). In the case of an Urgency Order the personal examination must 
be ‘not more than two clear days before (the patient’s) reception’ (S. 28 (3)). 
Where two medical certificates are required (Summary Reception Orders 
and Orders upon Petition—both seldom used since 1948) each certifier 
must examine the patient separately (S. 29 (2)). 

The doctor who stated as one of the ‘facts indicating insanity’ that the 
patient ‘has been under my care for some time’, or he who said ‘Patient 
says I am a bloody fool which is not true’, may have been acting in good 
faith but hardly with reasonable care. 


CONCLUSION 

There are many other circumstances in which a doctor may be called upon 
to authenticate some document such as an application for a passport, or 
express an opinion which will authorize some payment of money such as 
under a life insurance policy. In all cases, however seemingly trivial, he 
will be wise to remember the three cardinal principles to be observed before 
appending his signature. They are:— 

(1) Strict observance of the ethical rule of professional secrecy. 

(2) To read and understand the nature and purpose of the certificate or 
report to be signed. 

(3) Never to certify a fact which is untrue or an opinion formed by the 
influence of others against his personal judgment. 
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THE DOCTOR ON THE AIR 
AND IN THE PRESS 


By L. J. WITTS, M.D., F.R.C.P. 
Nuffield Professor of Clinical Medicine, The Radcliffe Infirmary, Oxford 


THE taker of the Hippocratic Oath swears to impart a knowledge of the art 
to his own sons and those of his teachers, and to disciples bound by a 
stipulation and oath according to the law of medicine, but to none other. 
Like the promise not to cut persons labouring under the stone, this pro- 
hibition has fallen into desuetude in recent years, and medical associations 
now publish journals such as Hygiea and Family Doctor to inform the 
general public about recent advances in medicine and about methods for 
the prevention and treatment of disease. Nevertheless, a faint flavour of 
the unprofessional still clings to the writing of signed articles by doctors in 
the lay press, and the ethical problem has been intensified by our present 
ability to communicate with enormous audiences by means of sound radio 
and television. 
OTHER DAYS: OTHER CUSTOMS 

One of the relevant differences between today and the times of Hippocrates, 
indeed between today and the times of Osler, is that more than half the 
medical profession is in whole-time salaried employment or in retirement. 
In our hospitals, the nursing, professional and technical staff in direct 
contact with the patients outnumber the doctors by five to one. It is probable 
that medical graduates form less than one-third of those engaged in serious 
medical research, which is increasingly performed by physicists, biochemists, 
experimental pharmacologists and others who do not have a medical 
qualification. 

Thus the remuneration of the majority of medical practitioners is not 
subject to increase by individual advertisement, and the corpus of knowledge 
employed by the medical practitioner is no longer a secret art, acquired by 
apprenticeship to a member of the profession. Moreover, just as modern 
industry and warfare demand a literate community, so modern methods for 
the diagnosis and treatment of disease demand patients with some know- 
ledge of medicine. People must know something about poliomyelitis and 
tuberculosis before they can be persuaded to have their children vaccinated 
against those diseases. Information must be given about modern methods 
for the early diagnosis of cancer and the treatment of mental illness if patients 
are to come forward and benefit from modern advances. As recent govern- 
ment legislation has shown, we cannot induce people to eat wholemeal 
bread in peacetime unless we persuade the electorate that wholemeal bread 
has real advantages over white. 

This change has occurred in a cultural period which J. B. Priestley has 
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christened Admass, because of the large semi-literate audiences which can 
be reached and influenced by modern media of communication. Health and 
disease are news, whether they concern the happenings in the local hospital 
or the separation of a pair of Siamese twins. For the newspaper man, news 
is sacred, and the refusal to release information may be considered refusal 
to perform a public service. In addition, the newspaper man believes that 
the public is entitled to know who the people are who make contributions 
to medicine, and the names and pictures of the doctors are part of the story. 
On the other hand, the doctor knows that in the treatment of sickness it is 
the individual medical practitioner who is responsible for the care of the 
patient and that the patient’s confidence depends upon his appreciation of 
the doctor’s integrity and dedication to the relief of human suffering. Any 
suggestion of exploiting this relationship is distasteful. 


THE LAW 

The law on the matter of publication is fairly straightforward. The Warning 
Notice of the General Medical Council states that the practice by a registered 
medical practitioner ‘of advertising, whether directly or indirectly, for the 
purpose of obtaining patients or promoting his own professional advantage; 
or, for any such purpose, of procuring or sanctioning or acquiescing in the 
publication of notices commending or directing attention to the prac- 
titioner’s professional skill, knowledge, services, or qualifications, or 
depreciating those of others’, renders him liable to have his name erased 
from the Register. 


PRESS INTERVIEWS 

In view of this warning many doctors are afraid of seeing their names in the 
press at all, but it is not always possible to stop this. Few of us can avoid 
being interviewed at some time or other, either because we are associated 
with some cause célébre or because we are asked for an expert opinion or 
because we travel abroad and become a distinguished stranger. If a patient 
arrives at the hospital in ‘a helicopter or if a man develops leukemia after 
being bitten by a hamster, it is idle to think one can keep it quiet. Nor would 
anyone wish to keep all aspects of such news quiet. A description of the 
way in which a hospital has successfully handled the victims of a railway 
crash or sutured a patent septum in a child’s heart will increase the respect 
in which the hospital is held by the community and may encourage private 
benefactors to supplement the State in supplying badly needed facilities. 
The news that a patient received 50 pints of blood over a weekend and was 
then successfully operated on for bleeding peptic ulcer will be a tonic to the 
blood transfusion service. Such material can usually be written up without 
the use of names but in some instances, as for example in recent develop- 
ments of cardiac surgery, the use of the names of the team may be not only 
unavoidable but also decidedly appropriate. 

Much of the harm is done by free-lance journalists who can be disowned 
by the newspapers which buy their stuff if they Come under criticism, just 
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as spies are disowned by the government which employs them. Despite 
protestations that they wish to cooperate with the medical profession in 
publishing only what is of public interest, large sections of the Press are on 
the look-out for the personalized, the sensational and the lurid. In large 
hospitals there are often individuals who have connexions with the Press 
and are not averse to making pin money by reporting piquant cases. 

There are certain counsels of perfection for the doctor—to use the public 
relations officer of the hospital or the British Medical Association, to request 
that interviews shall be anonymous and to see what is written before it is 
published. None of these is particularly effective. In the circumstances it 
is usually better to realize that success comes to the prepared mind, to have 
a story ready and to stick to it. It is bad enough to hear one’s own voice on 
the wireless or to read a verbatim transcript of one’s remarks at a medical 
meeting, but neither of these experiences can compare with reading and 
seeing one’s interview in a newspaper, with the ghastly flashlight photograph 
and the headlines that have spotlighted some careless aside. Most journalists 
at the level of the interview are ignorant of science, and consciously or 
unconsciously they push one away from the raison d’étre of the interview 
and try to get one’s unguarded opinions on the National Health Service or 
euthanasia or premarital intercourse or whatever it may be that their press 
lord is pushing at the moment. So, as I have said, the only solution is to 
have a story ready, to stand pat on it, and to remember that intimate 
anatomical and pathological details cannot be supplied about an individual 
unless that individual gives permission. 


WRITING FOR THE PRESS 

When writing for the press there is more time to take control of the situation. 
There is no difficulty at all about writing a signed article for one of the sober 
weekly journals such as the Spectator or the New Statesman. There is no 
difficulty, again, about acting as the anonymous medical correspondent of a 
daily paper, however sensational; indeed, like coaching backward students 
or using a marriage dot to buy a house and let rooms in Harley Street, this 
has always been an acknowledged means for the young medical specialist 
to keep afloat until he acquires a practice. The difficulty arises over the 
signed article in a popular daily or weekly—above all, the signed regular 
feature. If the late Drs. Axel Munthe and Janos Plesch had serialized their 
autobiographies in the Daily Mirror or the News of the World they would 
have invited just criticism. In writing a signed article in the popular press 
there should be no puff, no emphasis on personal skill, no denigration of 
contemporaries, no individual prescribing. Circumstances alter cases. What 
would be legitimate would be something like the excellent series of popular 
science articles J. B. S. Haldane has written for the Daily Worker, though 
preferably deprived of the particular King Charles’ head which marred those 
articles. 

The trouble is that the Press is reluctant to be as neutral in its treatment 
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of medicine as of science and is always hankering after the personal and the 
personalized. Macfarlane Burnet has written about the varying prestige 
value of subjects of research within the profession. It is likewise amusing to 
notice the varying news value of medical topics. Work that wins a Nobel 
prize, such as the discovery of histamine and the antihistamines, or the 
elucidation of the Krebs cycle, is unpopular. Mental disease, poliomyelitis, 
allergy, leukemia, and operations on the brain and the heart are always sure 
of an enthusiastic reception. Peptic ulcer, hernia, bronchitis and emphysema 
rank low in the scale of acceptable topics. 


BROADCASTING AND TELEVISION 
When we turn from the written word to broadcasting and television there 
is no doubt that we move into a new dimension. This depends upon the 
size of the audience, which is several times greater than the largest newspaper 
circulation, the possibility of personal communication inherent in the use of 
the voice, and the impact of the total personality on the audience in television. 
It is much easier to idolize a performer on the sound track or the screen 
than the writer of an article. One is not aware that Mr. Nevil Shute has ever 
been mobbed at Waterloo Station, and when Dickens wanted popular 
ovations he got them by reading his novels aloud to a packed hall of people. 

The medical profession has shown a strong negative reaction to these 
new arts which seem in such contradiction to the quietness and holiness of 
the Hippocratic life. In 1934, the General Medical Council passed a resolu- 
tion stating that it is desirable in the public interest that registered medical 
practitioners should broadcast anonymously. The rule has often been broken 
but no prosecution has ever occurred. In 1951, the Representative Body of 
the British Medical Association resolved ‘that while recognizing that public 
education on selected health matters is eminently desirable . . . practitioners 
approached to appear on such programmes, whether for “sound” or “‘visual”’ 
broadcasting, should insist on anonymity as part of the contract’. This 
resolution was reaffirmed in 1956 and no exceptions are allowed. Thus, the 
editor of Family Doctor and the secretary of the British Medical Association 
have been specifically ordered to maintain their anonymity and appear under 
some guise such as ‘a spokesman of the British Medical Association’. 

Of course, resolutions of the British Medical Association do not bind the 
profession, but people who break them cannot help feeling uncomfortable. 
The position has now been reached when Lord Adrian or Sir Henry Dale, 
if asked to give the Reith Lectures by the B.B.C., would be expected by 
the British Medical Association to deliver them without build-up, as an 
anonymous member of the medical profession, but would be allowed to 
publish them afterwards in book form under his own name. That’s Lord 
Adrian, that was! 

Some of the reasons given for this absolute ban seem a little far-fetched. 
It is suggested that a medical officer of health who spoke eponymously 
rather than anonymously would have an unfair advantage in securing pro- 
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fessional advancement. The whole-time professor must not broadcast in his 
own name because it would be wrong if the voice of the whole-time professor 
were the only one that the public listened to. Moreover, it is suggested, if 
the public got used to hearing medical broadcasts from whole-time professors, 
they might be encouraged to demand a whole-time medical service. Alterna- 
tively it is hinted that the whole-time physician who made a success at 
broadcasting might find it financially tempting to move into private practice. 
How he would then maintain his practice and his income when he had 
perforce given up both his hospital appointments and his broadcasting is not 
explained. It is argued that reputations should be made within the profession 
and not outside it, but few would pretend that success in the practice of 
medicine is always directly proportional to professional competence or that 
the lengths of the obituaries of medical men in The Times reflect exactly the 
esteem in which they were held by their colleagues. 


PRO BONO PUBLICO 

Some of these arguments seem to be concerned with the welfare of doctors 
rather than patients and have a flavour of trade restriction. Others express a 
desire to return to a state of innocence on the part of patients which has gone 
for ever. It is said that the broadcaster may advise treatment different from 
that given by the general practitioner and this will be particularly disastrous 
if the broadcaster has a famous name such as Lord X or Professor Y. Of 
course, it is irritating for the doctor to have to read Life and the Reader’s 
Digest to keep abreast of his patients’ knowledge of medicine, but that is the 
price of an educated democracy. I can remember the first appearance of 
aspirin in my boyhood home in the Edwardian era, little realizing that it 
heralded the end of medicine as a mystery. Up to that time treatment had 
consisted of pills and potions prescribed in indecipherable Latin and 
prepared in secret by the doctor or pharmacist. The great advances in therapy 
which began with aspirin and salvarsan have changed all that. The patient 
with pernicious anemia now lives in the knowledge that he is receiving 
vitamin B,, instead of dying on a mixture containing liquor arsenicalis. The 
change has come not only because great discoveries are news, but because 
modern remedies such as insulin, hypotensive drugs and anticoagulants 
demand the intelligent cooperation of the patient. 

The argument that personal broadcasting is particularly liable to under- 
mine the confidence of patients in their family doctors is not a strong one. 
The same is true of the argument that personal broadcasts will encourage 
hypochondriasis. All these are arguments against spreading information 
about medicine at all. Willy nilly the public is going to get news about what 
is happening in medicine. The public has never had much use for anonymous 
information, and anonymous broadcasts are only slightly less offensive 
socially than anonymous letters. Like the reader of an article, the listener 
or viewer wants to know the name and qualifications of the man who is 
talking about medicine. In my opinion he is entitled to know that it is Hugh 
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Clegg, the editor of the British Medical Journal, who is talking about the 
senescence of the Royal College of Physicians, or Sir Russell Brain, president 
of that same college, who is talking about the doctors’ case for higher pay. 
There is, of course, no need for him to be told any more about Hugh Clegg 
or Sir Russell Brain than can be found in the pages of Who’s Who. There is 
reason in all things. 

From the point of view of the speaker it must be noted that the new arts 
depend to a large extent upon personality and a public personality takes 
time to develop. The listener looking at the Radio Times should be able to 
say, ‘Oh yes! That’s So-and-so, whom I enjoyed so much last time’—or the 
reverse. It is true that anonymous doctors can attract large audiences, as is 
proved by the example of the Radio Doctor and one or two regular appearers 
on television. In these examples either the anonymity is thinly disguised, 
as in the case of the Radio Doctor, or the individual is a regular member of 
a feature programme. The latter is certainly one way of avoiding advertise- 
ment of the individual medical man on television, but anonymity does not 
solve the problem of the doctor who wants to give an occasional series of 
moderately serious medical talks, or of the expert who is asked to give an 
opinion on a controversial issue. 

It is not possible for the profession to be adequately represented by a few 
professional medical journalists and a few anonymous regular performers 
on radio and television. Medicine should have its equivalents of Bronowski, 
Fred Hoyle, Bertrand Russell, Mortimer Wheeler and the like. When the 
speaker is a practising doctor or an active medical scientist, radio and 
television will be only a side-line for him. It is nevertheless a side-line whose 
technique requires a good deal of learning. The financial rewards, though 
adequate, mean relatively little to a medical man in these days of high 
taxation. In this, as in so many spheres of public life, the reward is the 
credit for having done well, and credit is not reconcilable with anonymity. 
I have not broadcast at all in this country since the British Medical Associa- 
tion stepped up its campaign against personal broadcasting and I do not 
think my experience is exceptional. It is ridiculous to suggest that there is 
something disgraceful in ‘seeking the bubble reputation’ and spurning 
anonymity. 

I have no experience of television but | did a fair amount of sound broad- 
casting a few years ago. Broadcasting during and at the end of the War was 
carefully. censored, as much from the point of view of distributing credit 
fairly as from the point of view of giving information to the enemy. At the 
present time the script must be submitted for scrutiny beforehand and the 
talk is rehearsed and supervised by an expert producer. Producers are well 
aware of the risks that medical men run when they broadcast under their 
own names and will usually take care to excise anything that sounds like 
advertising or is likely to offend public taste. The difficulty is usually with 
the preamble or notice of the talk, and here the producer is often em- 
barrassingly anxious to introduce the speaker as an expert or acknowledged 
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authority on his subject. 

At times I have received a large amount of fan mail but I have been 
surprised how rarely indeed one is asked for a consultation. There are not 
uncommonly requests for advice, pathetic letters from patients with epilepsy, 
disseminated sclerosis or cancer, clutching at a possible straw. Most of the 
correspondence comes from the lunatic fringe and is completely mad; it is 
usually a recital of the writers’ delusions and has nothing to do with the 
broadcast that has provoked it. A doctor who wanted to advertise would 
not choose broadcasting or television as his medium. It is well known that 
ambitious and worldly investigators in America consciously set out to ‘hit’ 
the pages of Life, Time or the Readers’ Digest and it is in that direction that 
we should look for the dangers of medical advertisement at the present time. 


NEED FOR COMPROMISE 

At the moment the doctor who values a quiet life will be wise to remain 
anonymous when he broadcasts or appears on television, particularly if he 
is in private practice and does not hold some office such as President of the 
British Medical Association or one of the Royal Colleges. It is obvious, 
however, that the absolute ban on the use of names of doctors in these media 
will have to go and this will probably happen without any of us having to use 
satyagraha to bring it about. The medical profession cannot help cracking 
open at the top, now that the leaders of the profession are so often whole- 
time scientists. Sooner or later a compromise will have to be reached; 
such as has already been arrived at in writing for the Press, and the decision 
whether to be eponymous or anonymous will have to be left to the good 
sense of individuals. 

This arrangement works well in the United States, where television is 
already a standard method of medical teaching. There are television pro- 
grammes on closed circuits for the medical profession, variously known as 
telecasts, videclinics, or medical extravaganzas. The videclinic on infantile 
paralysis by Francis and Salk was received by 54,000 doctors, and the clinic 
on coronary thrombosis, introduced by the President of the United States, 
and one on streptococcal infections, had similar audiences. Television pro- 
grammes for the public are put out by a number of medical societies in the 
individual states. The criterion is the avoidance of anything which can be 
construed as self-advertisement or as promoting professional advantage in 
any way. It is stressed that there are many things innocent in themselves 
which by the manner and frequency of their doing contravene the principle 
that the professional man should not advertise. 

It is true that hard cases make bad laws. Nevertheless, I believe that it 
would be wiser for the General Medical Council to withdraw or modify its 
warning against broadcasting by name and for the Ethical Committee of 
the British Medical Association to draw up a recommended code of 
behaviour, rather than that we should have an absolute ban on names which 
is inappropriate in so many instances. 











THE DIAGNOSIS OF 
THE RUPTURED ACHILLES TENDON 


By F. A. SIMMONDS, M.B., F.R.C.S. 
Consultant Orthopedic Surgeon, Rowley Bristow Orthopedic Hospital, Pyrford, 
and Royal Surrey County Council Hospital, Guildford 


‘THE fathers’ race at school, or even a summer holiday, can be highly dan- 
gerous to middle-aged parents happily showing that they retain their 
athletic prowess. 

Rupture of the Achilles tendon is an injury commonly seen each Sep- 
tember. The pity is that in the majority of cases a correct early diagnosis 
is not made. Curiously enough, the patient usually thinks he has torn his 
tendon and he often says so to his doctor, but he is reassured and told: 
‘Just pulled a muscle; rest it and strap it up for a few days, then do all 
you can on it’. A few weeks or 
months later the leg is still weak 
and painful, so further advice is 
sought. 

Why is it that the patient is 
more often right than the doc- 
tor? Possibly student teaching 
has been at fault, or is the doc- 
tor misled by the fact that 
moderately strong plantar flex- 
ion can be produced by those 
calf muscles inserted into the 
forefoot rather than the heel? 
As we can eliminate the diagno- 
sis of partial tear of the Achilles 
tendon because it seldom, if 
ever, occurs, we only have to 
distinguish between the com- 
plete rupture of the tendon 
and a tear of some fibres of the F1G. 1.—The resting position of the feet:— 


if Right—normal. 
calf muscle. Left—torn Achilles tendon. 





THE HISTORY 
The history is similar in both instances. The patient, while making an 
effort to run, feels as if he has been struck on the back of the leg: there 
is often a ‘twang’ and he falls to the ground. He tries to get up and walk, 
but the foot feels useless and the calf hurts. He limps off to the nearest 
doctor and there, only too often, his troubles begin. 
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RUPTURED TENDON OR TORN MUSCLE? 
The torn Achilles tendon, treated as a muscle injury, gives permanent 
disability. The correct diagnosis therefore is important; the sooner it is 
made the better and, in fact, it is easy. 





Fic. 2.—Double exposure photograph: Squeezing the normal 
calf causes plantar flexion of the foot. 


With the tendon rupture:- 
The initial pain is felt about 3 inches (8 cm.) up from the heel. 
A palpable and visible gap in the tendon is often noticed. 
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Fic. 3.—Double exposure photograph: If the Achilles tendon is 
ruptured, squeezing the calf causes no movement of the foot. 
Swelling and pain are moderate; bruising seldom occurs. 
Tenderness is most marked around the tendon. 
With the muscle tear :— 
The initial pain is felt in the lower part of the calf muscle. 
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There is no gap in the tendon. 
Swelling, pain and bruising are marked. 
Tenderness is greatest in the muscle. 


A few days’ delay, or the presence of a shredded rather than a transverse 
tear in the tendon, may make the diagnosis a little more difficult. The 
following observations will clarify the position beyond doubt. 

The patient lies prone and relaxed on a couch with his feet projecting 
over the edge:- 

(1) Observe the relaxed resting position of the feet. If the tendon is 
ruptured, the foot is held in less equinus than normal (fig. 1). 

With the muscle tear there is equal or greater equinus. 

(2) Squeeze the uninjured calf between fingers and thumb and note the 
obvious plantar flexion movement produced (fig. 2). 

Squeeze the injured calf: if the Achilles tendon is torn there is no 
appreciable foot movement (fig. 3). 

Should a muscle tear be present, the calf is too swollen and tender to 
tolerate pressure. If the calf can be squeezed and if, as a result, the foot 
does not plantar-flex, then the Achilles tendon is ruptured and treatment 
designed to approximate the torn ends is essential. 

In our experience of many ruptured Achilles tendons we have never yet 
seen a partial rupture, nor have we operated upon any tendon which has 
not been completely ruptured. 

On the other hand the small plantaris tendon never tears; nor does the 
Achilles peritendon. This intact peritendon is important, because it guides 
the torn tendon ends together when the foot is passively plantar-flexed. 


TREATMENT 
If a recent transverse tear is present the gap in the tendon can be felt to 
close when the foot is pushed into equinus. In such cases a perfectly satis- 
factory end-result is obtained without operation, merely by splinting the 
foot in almost full equinus for two months and protecting the union with a 
raised heel for a further month. 

Delay in diagnosis causes the tendon ends to be separated by blood clot, 
and accurate apposition can only be obtained by operation. Operation is also 
necessary when the shredded type of tear is present; in this case, of course, 
there is no palpable gap. 


























VARICOSE VEIN PROBLEMS IN 
GENERAL PRACTICE 


By R. ROWDEN FOOTE, M.R.C.S., L.R.C.P., D.R.C.0.G. 
Surgeon in Charge, Varicose Vein Department, Harrow Hospital 


MANY practitioners may not realize that out of twenty patients in their 
average ‘surgery’ there are two or more who are suffering from varicose 
veins. In other words, seldom does a day go by without advice being sought 
from the general practitioner regarding treatment of this common complaint. 
Long experience has shown me that there is still a degree of confused thought 
on this subject and it is my purpose by question and answer to endeavour 
to help the busy practitioner with this daily problem. Some of the answers 
are somewhat arbitrary, but for the sake of simplicity in such a summary 
this cannot well be helped. . 


SHOULD I HAVE AN OPERATION FOR MY VARICOSE VEINS? 
What are the points to be considered before giving an answer to this 
question? 

(a) Are the varicose veins severe?—The whole leg should be examined 
from groin to ankle. Is the internal saphenous vein palpable in the groin? 
Does it give a positive Trendelenburg test (fig. 1)? Now examine the 
external saphenous vein and remember that it is seldom possible to feel this 
unless the patient’s knee is flexed (fig. 2). What is the state of the skin? 
Is it glossy or eczematous? Is there any pitting on pressure around the ankle 
—in other words, is edema present? Complicated tests are unnecessary 
and inspection combined with light palpation will give the answer as to 
whether the valves of the main saphenous systems are grossly incompetent. 
Once it has been established that severe varices are present and that the 
circulation is in fact retrograde, other points have to be considered. 

(b) How old is the patient? What is his outlook so far as a long life is 
concerned? In other words, will he need his legs for a long time? A family 
history of long life is a good pointer in most cases. Most cases of varicose 
veins are slowly progressive. The elderly may spend much time sitting and 
resting and often an operation can be avoided in these circumstances. 

(c) What are the symptoms? Do the legs worry either him or her? Do they 
ache or swell? Is cramp a distressing symptom? Equally important: does he 
have no symptoms at all? Remember, however, that the lack of all symptoms 
may be due to the fact that over the years the patient has become accustomed 
to his troubles. So often after operation these patients say that they did not 
previously realize how troublesome their legs had been. 

(d) Is the patient fit? Is the cardiovascular system normal? Can the 
dorsalis pedis artery be felt? Are the feet warm? Is the pelvis clear? Fibroid 
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tumours and pregnancy must be excluded as causes of pressure. 

(e) What is the patient’s occupation? Does it necessitate much standing or 
does he lead the sedentary life of a civil servant? What does he do over the 
week-ends in the way of recreation? 

(f) Is there a history of deep vein thrombosis? A history of white leg after 
childbirth or operation may be elicited. This is not necessarily a contra- 
indication to operation since, if the varices are an added embarrassment 


| 





(a) (b) (c) 

Fic. 1.—Trendelenburg test: (a) the internal saphenous vein is emptied of blood by an 
upward sweep of the examiner’s hand which then exerts pressure over the foramen 
ovale; (b) pressure released; rapid filling proves incompetence of valves of internal 
saphenous vein; (c) filling while pressure is maintained shows incompetence of 
communicating veins. 


to the deep circulation, they are better removed (Foote, 1952; Myers and 
Cooley, 1954). Operation in these circumstances, however, is only one 
factor in treatment, since supportive measures are in the majority of cases 
necessary after surgical treatment. The practitioner will be well advised in 
these cases to start treatment directed to the improvement of the deep-vein 
circulation straight away. Massage and dry elastic bandage compression 
(fig. 3) will get the limb into good condition for the stripping of the superficial 
varices, which should not be performed until the induration and cedema are 
well controlled. Much time can be saved if the practitioner gets the leg into 
good condition and ready for surgery. 

With the answers to these six questions the practitioner is in a good 
position to advise either for or against surgical treatment: e.g. completely 
symptomless varicose veins in elderly patients are better treated con- 
servatively by means of support. How often we see patients who have 
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reached the sixth or seventh decade of life with no symptoms from their 
varices, and ‘would not know that they had varicose veins unless they looked 
at their legs’. Patients such as these need correct stockings, exercises and an 
annual examination. Patients in their sixties with a good family history, so 
far as longevity is concerned, may be better off if treated surgically. Again, 
advice to a patient in this group will also depend upon his activities, and 
upon the severity of his varices. The threatened onset of complications such 
as skin changes may well be an indication for 
surgery. At the other end of the scale is the 
problem of the young mother with moderately 
severe varicosities. In my opinion she should 
receive priority in surgical treatment. In the 
course of years and with possible further preg- 
nancies, she is unlikely to reach middle age 
without complications. Varicose veins in them- 
selves are relatively unimportant} and certainly 
non-lethal. All severe cases, however, will 
eventually produce complications in the course 
of time. 

The claim of some patients for relief on cos- 
metic grounds also must not be disregarded. 
Models, actresses and others whose livelihood 
depends upon their appearance may well develop 
psychological damage if not assisted. There 
is still scope for the injection treatment of the 
‘cosmetic varix’. In no circumstances, however, 
should injection treatment be used in the pre- 
sence of an incompetent saphenous trunk. Relief, 
if any, is temporary and excessive dosage may 
damage the valves of the deep veins. Further- 
more, if stripping has to be performed at a 
later date, the periphlebitis produced by pre- 
vious injections may make the procedure far 
Fic. 2.—Position (knee flexed) more difficult. 

sor honoue van. teal Finally, every case should be judged on its 

merits and there should be no such thing as 

routine advice. The patient’s varices, however, must be sufficiently severe 

to warrant surgery. In the words of Sir Heneage Ogilvie, “The patient 
must earn his operation’. 





IS IT WISE TO OPERATE DURING PREGNANCY? 
It is far wiser to use conservative measures until the baby is born. 
Plenty of exercise with suitable supports to the limb is to be advised, but 
recurrent phlebitis may be a possible indication for interference at this time. 
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WHAT SHOULD I DO WHILE WAITING FOR MY OPERATION? 
Owing to the long waiting list in hospitals, precautions must be taken to 
prevent complications in the waiting period. 

Adequate stocking support should be provided. With women a thigh- 
length, elastic yarn, seamless, two-way stretch stocking is the most acceptable. 
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Fic. 3.—The application of the dry elastic bandage of either the one-way or two-way 
stretch type. Note that after the application of the loop (a), the first turn is made 
round the ankle (b), the second turn over the point of the heel (c), and the third and 
fourth turns (e) and (f) serve to prevent slipping of the turn made round the heel. 
The bandage is kept fully stretched and the tension is not relaxed during the application 
to the lower third of the leg. In the upper two-thirds, however, it is applied fairly 
loosely up to its termination at the flexure of the knee. In the presence of induration, 
it is wise to overlap the bandage so that further pressure may be given to this area. 





With men a short net stocking to below the knee is preferable. In severe 
cases, or in the presence of cedema, a dry elastic bandage is essential. This, 
however, must be applied correctly (fig. 3), and should be used in all cases 
in which stocking support would obviously be inadequate. 

Limitation of standing.—There is no dcubt that there are many duties 
in our daily life which can be carried out just as well sitting as standing. 
An analysis of the patient’s daily routine will suggest to the practitioner how 
he can release the patient from standing for a considerable part of the day. 
For example: the bar tender can have a stool behind the bar, the housewife 
can peel her potatoes while sitting at the sink, the golfer can have a shooting 
stick in his bag. 

The foot of the bed should be raised by 8 to 12 inches (20 to 30 cm.) at night. 
A wedge mattress is better if the head-down position is contraindicated. 

Postural exercises, such as ‘riding a bicycle’ while lying on the back, may 
be practised two or three times a day. In these ways the engorged stagnant 
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pools of blood in the varices may be kept emptied until such time as they 
are stripped from the limbs by the surgeon. Buerger’s exercises are valuable, 
and swimming and cycling are to be recommended. Horse riding is in- 
advisable. 

General hygiene.—While awaiting the operation the patient should be 
made as fit as is possible. Weight reduction is all-important when called for. 
It should be explained to the patient that the operation carries a negligible 
risk, but that obesity may make the operation a serious one. Postoperative 
deep-vein thrombosis is far commoner after operations on fat patients. If 
tinea pedis is present, this should be treated with permanganate baths and 
fungicides. If the fungus has attacked the groin this must be cleared during 
the waiting period before operation. 

General reassurance to the patient.—Many patients are very nervous before 
operation. The practitioner will be able to tell his patient that the operation 
can be performed bloodlessly, and that he or she will be walking the same 
day after operation. They can be told that the complete removal of the 
varices means an almost painless recovery period. There will be no painful 
thrombi. The practitioner will help a great deal by relieving his patient 
of her fears and telling her that the average stay in hospital is under 
four days. On return home all light duties can be performed and a 
complete return to activity may be expected within fourteen days. 


WILL THE VARICOSE VEINS COME BACK AFTER OPERATION? 
This is a most reasonable question for the patient to ask, especially when so 
often the reason given for asking it is: ‘with so many of my friends the varicose 
veins have come back’. There are many reasons for the unsatisfactory results 
of surgery: 

(a) Surgery is sometimes advised in a routine manner without reference to the 
indications already outlined in this note. 

(b) The operation is so often delegated to juniors who are lacking in experience. 

(c) No adequate ‘follow-up’ systems are present in some hospitals. 

(d) Even in these enlightened days veins are being subjected to multiple ties. 

(e) The need for a thorough dissection at the sapheno-femoral junction is not 
appreciated by some who are using the stripping technique. 

(f) With every care, recurrence is always possible in a proportion of cases, but 
the more thorough the operative technique, the less likelihood there is of a return 
of the varix. 

In my opinion it is better that the varices should be treated conservatively 
than that they should be subjected to inefficient surgery. Especially do I 
refer to the hard dying cult of multiple ligations. Some house surgeons get 
much facile amusement from tying the main trunk of the internal saphenous 
vein in all its most accessible positions. By this procedure they are usually 
able to give the patients relief which unfortunately is of a very temporary 
nature. Once the thrombosis caused by the ties has re-canalized, symptoms 
reappear. The unfortunate situation is that in the vast majority of cases the 
legs have been made much worse. The patient would have been wiser to 
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have relied on stockings rather than to have been subjected to multiple scars 
and ligations. When a main trunk of the saphenous system is tied, by-passes 
round the ligated site occur. This means that the varicose veins are increased 
in number by an arithmetical progression. The blocking of a river causes the 
formation of streams in the fields through which it passes and in the same 
way blockage of the stagnant stream in the saphenous system floods the 
surrounding tissues with new multiple varices. This is bad enough, but what 
is much worse is that further surgical treatment is made more difficult and 
often impossible. How often are we frustrated in trying to pass a stripper 
up the mutilated remains of the internal saphenous vein? If adequate strip- 
ping is not possible, it is better to wear supports and to avoid the ‘ligator’, 

My advice therefore is to reassure the patient that modern technique is 
safe and that recurrence, although always possible, is infinitely less than 
in the days of injections and ‘ties’. She should be told that after stripping 
she must attend annually and that any small recurrences can in this way be 
‘nipped in the bud’ in the early stages, 


IF I HAVE NOTHING DONE TO MY VARICOSE VEINS, 
SHALL I GET COMPLICATIONS? 
Experience shows that severe varices associated with an incompetent 
saphenous system inevitably give rise to complications if untreated. In the 
majority of cases, however, conservative measures as already outlined will 
at all events delay the day when phlebitis, eczema or ulceration might appear. 


CAN MY ULCER BE HEALED? 
This is the most common question of all, and an easy one for the practitioner 
to answer. Other things being equal, all ‘varicose’ ulcers can be healed. The 
true varicose ulcer which occurs in the presence of severe varices only in 
a slim limb is the simplest proposition. Compression treatment followed by 
stripping of the varices when the ulcer is either healed or nearly healed 
solves the problem. 

The commonest type of ulcer, however, is associated with deep-vein 
thrombosis. Here we are presented with a swollen limb due to faulty circula- 
tion in the deep veins, which has been caused either by narrowing of the vein 
or by valvular damage. This type of ulcer can be healed but in order to keep 
it healed we need an intelligent patient who is capable of altering her way of 
life. The practitioner may be confused by the various techniques recom- 
mended for the healing of this type of ulcer. He has read of the Bisgaard 
method, of compression with dry and sticky bandages, and of exercises and 
massage. Experience has shown me that a clear-cut routine would simplify 
matters so far as the ‘evening surgery’ is concerned: 

(a) In the presence of severe sepsis and marked cedema bed rest for a 
few days, with the foot of the bed raised on blocks, saves time in the long 
run. After a very few days, the edema will have subsided sufficiently for the 
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application of compression treatment. During this preliminary rest period 
the patient must be encouraged to do exercises such as ‘riding a bicycle in 
the air’. As a rule, local applications such as hot fomentations and eusol 
packs are of more value than antibiotics. 

(b) Once the sepsis is controlled and cedema lessened, compression should 
be given by means of: 
(1) sticky bandages 
(‘elastoplast’), (2) dry 
elastic bandages. The 
‘elastoplast’ type of band- 
age has to be used for 
the hospital type of 
patient since the applica- 
tion of one of the dry 
elastic bandages (fig. 3) 
must be confined to the 
more intelligent type of 


Fic. 4.—This chair elevates the limbs above heart level patient. This latter 
and is of value in all cases which show edema. The were ee 
position of the patient facilitates drainage of the Method, owever, has 


stagnant blood since, besides elevation, the muscles the advantage of allow- 

are kept .relaxed. Frequent short rests during the . h ; b 

day are of more value than single prolonged periods. NG the patient to ath, 
to apply medicaments 


under the bandage, and to remove the compression at night. 

(c) Once the correctly applied compression treatment has started to 
produce healing the right stage has been reachéd for massage and exercises. 
During this stage the dry elastic bandage must be used whenever the leg is 
dependent. 

It will repay the practitioner to study the various bandages and how te 
apply them. At the right stage massage and exercises will soften the tissues 
and complete the healing. The fact that the practitioner has healed the ulcer 
and made the leg slim helps the surgeon in his examination of the limb. At 
this stage he is able to assess the pros and cons of removing the superficial 
varices. 

Once the ulcer is healed, to keep it healed is a much more difficult problem, 
and it is my custom to give the patient a printed form which contains the 
following details :— 


(1) The more the limb is kept raised the less likelihood is there of swelling and 
ulceration. Whenever you sit down elevate your leg on a footstool or chair. 

(2) Do not stand more than you can help. Walking, cycling and exercises are 
good in moderation, but always wear your supports when so doing. 

(3) Always wear the supports—elastic stockings and/or one-way stretch/two-way 
stretch bandage—when standing. Remove the bandages if resting for any length of 
time. The time may come when your improvement will allow you to do away with 


the bandage support. 
(4) Stockings should be put on before leaving your bed in the morning. The 
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bandages grip quite well over the stockings, which should be renewed every six 
months. 

(5) Exercises lying flat on your back are good. ‘Riding a bicycle’ exercises in this 
position are especially valuable. Midday and evening are the best time for exercises. 

(6) Learn how to apply the elastic bandages correctly. Unless they are put on 
properly and removed at intervals, as necessary, you will do yourself more harm 
than good. 

(7) Use the special chair (fig. 4) for as long as you can every day. If you have not 
this chair, arrange a couch so that the feet are above heart level. Short rest periods 
of fifteen minutes every few hours are advisable. 

(8) The bed should be raised on blocks (about 12 inches) at night. Pillows under 
the limbs are of no use. 

(9) Measure the maximum girth of the leg occasionally, so as to check whether 
the treatment you are having is keeping the limb slim and so avoid the inevitable 
complaints of neglect. 

(10) Self-massage of the limb from below upwards is beneficial and ‘nivea’ cream 
is helpful. 

(11) Do not scratch the leg; avoid sunburn. 

(12) Do not allow your weight to exceed — stone. 

(13) Do not relax treatment without prior consultation. 

(14) Remember that you can keep your leg free from ulceration. 


Experience shows that intelligent patients seldom re-ulcerate. We are 
always faced, however, with the lazy type of patient who, once the ulcer is 
healed, does nothing to prevent its recurrence. This type usually find their 
legs chronically encased in Unna’s paste. 


IS PHLEBITIS DANGEROUS? 
Patches of superficial thrombophlebitis still cause intense anxiety to 
patients. Happily the patient can usually be reassured that :— 

(a) Small patches of superficial phlebitis away from the main trunks of 
the saphenous systems merely require covering with an ‘elastoplast’ bandage. 
If apyrexial, the patient can then follow her normal duties until the bandage 
is removed a fortnight later when, as a rule, the condition has resolved. 
During this time a search for a septic focus may be made, remembering 
that patches of phlebitis may be associated with a neoplasm in those over 
the age of forty. 

(b) A rapidly ascending phlebitis affecting the main trunk of the internal 
saphenous vein is better treated as a surgical emergency. A high resection 
of the internal saphenous vein will usually cause a subsidence of the attack, 
allowing the patient to follow her normal life within a short period of time. 
At a later stage stripping may be done so as to prevent further attacks. 
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EPOXY RESIN DERMATITIS 


A NEW INDUSTRIAL HAZARD 


By L. B. BOURNE, M.R.C.S., L.R.C.P., D.I.H., D.A. 


Senior Medical Officer, A. C. Cossor Limited; Consulting Industrial Dermatologist, 
Harlow Industrial Health Service 


IT is not often that a question is asked in the House of Commons (Hansard, 
1956) about a named industrial proprietary product causing skin or lung 
disease (‘araldite’). The fact that this compound has now caused enough 
trouble to warrant such a question must bring it within the province of the 
general practitioner. The material in question is a plastic resin product, the 
use of which has now spread widely in industry and is likely to be extended 
into new trades. 


EPOXY RESINS IN INDUSTRY 

The problem concerns the use of epoxy resins and the amine catalysts with 
which they are used. These resins have been found to be extremely useful 
for many purposes in electronics, engineering and other trades, and in the 
course of manufacture it is netessary to use curing agents or catalysts which 
are certainly irritants, and can be markedly sensitizing. The catalysts for 
this series of products are the aliphatic polyamines, some of which have been 
in use for other purposes for many years. This group of resins is of value 
because of the capacity to adhere to many materials—woods, metals, other 
plastics and glass—and appears to be valuable for many laminating speci- 
fications. They are also used for totally enclosing electrical components such 
as condensers and transformers, for motor car bodies and the manufacture 
of glass fibre articles. As casting resins they have many uses and for surface 
coating in paints and enamels they appear to have a future. Another use is 
for lining the internal surfaces of food containers. The resulting products 
are exceptionally strong and durable and are very light in weight. 


INCIDENCE AND TOXICITY 

As was expected with such valuable components their use has spread rapidly 
and there have been reports of a considerable number of cases of dermatitis, 
although as yet no published figures are available for this country. 

Grandjean (1955) reported 164 cases of dermatoses in 328 workers in the 
electrical trade in four European countries, of which 22 per cent. were 
severe. These workers were engaged in a cold setting process in which the 
resin was used at room temperature. He was of the opinion, after testing 
atmospheric pollution, that the cases were due to direct skin contact from 
bad factory techniques. In the United States there has been a very high 
incidence; in fact the severity of the outbreak may be accepted when one 
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of the largest suppliers of the materials (The Borden Co., 1955) informs its 
clients :— 


‘It can be stated without fear of contradiction that as a group, the epoxy resins and 
amine hardeners are the greatest single source of contact dermatitis in industry 
to-day. To make matters worse, the increase in the rate of their adoption has far 
outstripped the efforts of those who have been trying to devise means of preventing 
the very serious effects which they have on the skin of the workers who handle 


them’. 
Some of the amines recommended for use are:— 


diethylenetriamine 
dimenthylaminopropylamine 
dimenthylaminemethylphenol 
diethylaminopropylamine 
benzyldimethylamine 
piperidine 

diethylamine 

pyridine 

dicyandiamide 

It is well known that some of the amines have toxic properties. Repeated 
exposure to low concentrations of pyridine appears to cause disturbance of 
the central nervous system and gastro-intestinal upset (Browning, 1953). 
Related compounds such as meta-, ortho-, and para-phenylenediamine 
may produce exophthalmia and acute dermatitis. The amine compounds of 
benzine, toluol and xylol are well known for their toxicity and exceptional 
care must be taken when they are used. 

The most commonly used amine appears to be triethylenetriamine 
(T.E.T.). Although for some time past this resin has been used as a liner 
for food containers without apparent sequelz, one supplier of the material 
(Shell Chemicals, 1954) endeavoured to evaluate the toxicity of the ingestion 
of one of these resins in rats and mice, with the following conclusions :— 


(1) The acute oral toxicity of the resin alone and in dioctyl phthalate is of a low 


order. 
(z) Ingestion of the resin to the extent of 1 per cent. in the diet caused weight loss 


but not death in white rats. 
(3) There is no practical hazard offered by the use of this resin in plastics which 
will come in contact with foodstuffs. 


Whilst this finding may appear satisfactory for the particular resin used, 
further experimental work will be desirable before the introduction of new 
compounds is contemplated. 

I have supervised the use of 'T.E.T. for at least seven years and was aware 
of the hazard and reported the possible dangers three years ago (Bourne, 
1954). With reasonable supervision and protection, only one case of sensitiza- 
tion developed—about six years ago—although many hundreds of persons 
had been at risk during that period. The introduction of epoxy resins 
demanded only a small modification in factory techniques. The resin is 
weighed and mixed with a known amount of curing agent and poured into a 
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mould and allowed to set at room temperature or in a heated chamber, or the 
resin may be applied to layers of glass fibre as a bonding material and the 
finished product allowed to harden. It is essential that a ‘no touch technique’ 
be employed in the handling of all of these materials and where there is any 
danger from volatile material, mixing must be carried out in a fume 
cupboard. 


CLINICAL FEATURES 
The typical oase in the unprotected worker shows a punctate erythema at 
the site of contact, which is intensely irritating. This may become confluent, 
spreading usually from the hands up to 
the forearms and, if the sensitization 
is marked, exfoliative dermatitis of the 
whole body with secondary sensitization 
causing cedema of the face and eyelids is 
likely. Occasionally bulla may develop 
on the arms. Splashes in the eyes may 
cause an acute conjunctivitis. If the 
ventilation is excessive, irritation of the 
face follows. This symptom-complex 
differs little from many other primary 
irritants and sensitizers. A further 
complication, however, is that resin 
splashes harden on the skin, and re- 
moval causes much local trauma. 
Symptoms may be manifest as early 
as fifteen minutes after exposure but 
can be delayed up to many weeks de- 
pending upon the variations in the 
temperature and concentration of the 
mixtures used. 
aie In one case, after fifteen minutes’ exposure 
Fic. 1.—Type of pipette used to deliver to a small quantity of a hot solution of 
small quantities of epoxy resins. diethylenetriamine (2.5 per cent.), the 
patient complained that the face became 
‘tight and tingling’, the eyes ached and there was a feeling of lassitude. Six hours 


later there were weals all over the face and neck with marked itching. This cleared 
up in about a week away from the risk. 

An unusual site of primary dermatitis was the penis. A worker, although fully 
protected by barrier cream on the hands and with no previous history, and who had 
been in contact with the resin and amines for months, hurriedly left the room one 
day to urinate without washing his soiled hands. The same day he developed an 
erythema of the penis and scrotum followed by an exfoliative dermatitis of the whole 
body and he has not returned to work after many months. 


Dernehl (1951) investigated the results of exposure to ethylene amines 
with the following conclusions :— 
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(1) 80 per cent. of personnel at risk reported dermatitis within three years. 
(2) 33 per cent. are affected in the cool months. 
66 per cent. are affected in the hot months. 
(3) Thermal burns may occur from one month to three years after exposure. 
(4) There may be an allergic effect on the respiratory tract in susceptible subjects. 
(5) The evidence suggests that both irritative and allergic phenomena are active. 


From this it would appear that similar amines which are now in general use in this 
process must be regarded as potentially dangerous to handle unless special pre- 
cautions are taken. 

At one time it was thought that the finished resin product was innocuous 
but I have recently seen a case of marked sensitization in which the finished 
resin was being worked so that a 
powder was given off and exposure to 
this, even for a few seconds, caused 
an immediate sensitizing reaction in 
a man who had previously had a 
dermatitis from the process. This man 
now also reacts violently to any of the 
amine catalysts. Malten (1956) has in- 
vestigated in considerable detail the 
effects of all the known chemicals 
associated with epoxy resin production 
and has reviewed the literature * ; : ne 

Fic. 2.-—‘No touch technique’ in using 
thoroughly. He found that the cured epoxy resins. 
resin gave rise to hypersensitivity in 
two cases, and that a polyamide had similar effects in eight cases. He also 
found that sensitivity to one of the materials used may give rise to sensitivity 
to others, whether or not exposure to them may have occurred. Dr. A. 
Aitken Ross (1957) has informed me of a man who gave positive reactions 
to patch tests with the primary resin products and the amine catalysts 
separately. 

In view of the high incidence which can be expected from these com- 
pounds, in my opinion patch testing serves little purpose: it will almost 
certainly give a reaction. Although the question has not been decided in 
law, I feel that the person tested would have a possible right of action if a 
permanent sensitization resulted. 





HANDLING PRECAUTIONS 
To avoid the risk to personnel handling these materials the fundamental 
essentials of industrial hygiene must be adopted. These may be summarized 
as follows :— 


(1) Instruction and education of those using the material, who must be trained to 
adopt a routine ‘no touch technique’ (fig. 1, 2). 

(2) Cautionary instructions should be displayed in large type in every laboratory 
or workroom where the materials are handled. 
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(3) Mixing should take place in well-ventilated chambers (fume cupboards) and 
any hot process should be totally enclosed or screened. 

(4) Materials available should be limited to that amount necessary only for the 
shift or the day’s work. 

(5) No smoking or consumption of food at work. 

(6) Good washing facilities (fig. 3). Routine washing at end of every work break 
period. 

PREVENTIVE MEASURES 
For personal protection the following requirements should be insisted upon. 

(1) Pre-employment examination, with a history to include especially any chest 
and cutaneous symptoms. It may be necessary to exclude those who suffer from 
chronic skin diseases (e.g. acne, psoriasis) or asthma. 

(2) Protective clothing should be worn and changed as often as necessary. Face 
masks may be necessary where resin powders are being used. 

(3) Efficient barrier creams must be applied at regular intervals during the working 
period and after washing, not only to the hands but also to other exposed parts of 
the skin if the ventilation facilities are not satisfactory. 

A recent introduction which has relieved much of the anxiety is a resin- 
removing cream (‘kerocleanse’). This 
contains solvents in an emulsified 
base and, if rubbed on the resin- 
contaminated skin with cotton-wool 
or a clean rag, rapidly removes the 
offending material, even if it is hard 
and completely set. I have used the 
cream on resin patches on un- 
protected skin without any ill-effect 
and without apparent damage to the 
keratin layer. 

Should this not be available, then 
a reasonably satisfactory attempt 
may be undertaken by washing the 
contaminated hands with warm 
water and toilet soap immediately 
after contact and before the materials 
have hardened. The use of solvents in liquid form, such as acetic 
acid, acetone or butanone which some suppliers recommend, is not 
advisable. Protective clothing is likely to become contaminated, especially 
the cuffs of overalls, and it would be wise to have these inspected 
at regular short intervals and replaced as necessary. I do not recommend 
the use of gloves during work. The resin materials will cause the fingers 
to stick together and loss of dexterity must result. If the factory technique 
is satisfactory and the protection adequate, the gloves are unnecessary, 
although I permit their use in those who clean up the factory premises. 

Excessive ventilation has been the cause of many cases of sensitization 
of the face, particularly when the resin mixture demands higher than normal 
temperatures. In this way convection currents may give rise to sensitization 





Fic. 3.—Washing facilities for workmen 
using epoxy resins. 








72 THE PRACTITIONER 


of workers engaged on safe processes in other parts of the workroom. 

As with most problems of this nature, even the smaller factories will 
eventually have to adopt reasonably safe procedures and obviously the 
manufacturers of the primary materials must endeavour to substitute safer 
products. To this end certain amides are being tried in place of amines. 
In view of Malten’s experience (1956) this does not seem satisfactory and 
I am perturbed by the suggestion that certain aniline compounds should 


be used as curing agents. 


TREATMENT 
The treatment of the skin cases is usual dermatological practice. The skin 
should be kept clean with a simple emulsified cleansing cream. For local 
treatment zinc cream with ichthammol, 2 per cent., is usually adequate; if 
the pruritus is marked camphor, up to 2 per cent., may be added. Hydro- 
cortisone creams are of value. In the milder cases sedative lotions may be all 
that is necessary. Antihistaminics should not be used. 

For eye splashes, copious irrigation with tap water must be carried out 
immediately and continued for up to twenty minutes, after which relief 
may be given by sedative eye-lotions applied hourly. If the pain persists 
then reference to an ophthalmologist is necessary. 

The responsibility for the decision about the return of the patient to work 
is usually that of the general practitioner. I have always considered that the 
healed industrial dermatitis patient is no greater risk than new personnel. 
A return to the old type of work with education and supervision and adequate 
protection will usually result in the work being carried out efficiently and 
without further difficulty. Rarely, one may be faced with the problem of a 
patient who retains sensitization to even minute amounts of offending 
materials and then alternative work must be found. 
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GENERAL PRACTITIONERS’ FORUM 
‘PINCH-GRAFTING’ OF SKIN IN GENERAL PRACTICE 


By JOHN A. EDDINGTON, M.B., B.Cuir. 
Kenninghall, Norfolk 


FROM time to time patients present at surgery, especially in rural practice, 
with skin loss which will take some time to heal but scarcely merits hos- 
pital reference for skin grafting. For these cases ‘pinch-grafting’ by the 
general practitioner often reduces the time of disability and area of scarring. 
‘Pinch grafts’ are used on clean dry lesions of modest extent: by today’s 
standards they are not an alternative to hospital treatment for extensive 
skin loss. The technique is quick and simple, requiring only equipment 
normally available in the surgery. Should the graft not ‘take’, neither 
normal healing nor further measures are prejudiced. 

In this type of graft no attempt is made to cover the whole area. The 
aim is to provide islands of skin within the bare area from which epithelium 
can spread; usually a gap of 0.4 or 0.5 cm. is completely healed in ten days. 
One or more grafts can be applied to the area at the-same time or at 
intervals. As with other skin-grafting techniques, the graft must be applied 
to healthy tissue: bleeding and sepsis are contraindications while present. 
The dressing must ensure that the graft is firmly applied and is not moved 
when in situ. 


TECHNIQUE 
Equipment consists of a hypodermic syringe with a small needle (I use a 
No. 18), local anzsthetic, and a sharp scalpel blade. 

(1) The recipient site is cleared of debris. For this I use hypertonic saline 
as a soak or compress. 

(2) The donor area, usually the forearm, is cleaned with a skin-sterilizing 
fluid. A superficial subcutaneous injection (0.3 ml.) of local anzsthetic is 
given, and the anzsthetized area is ringed with ink. 

(3) A cone of skin within the ringed area is raised with the point of the 
needle and cut off 1.5 mm. below the apex, leaving a circular oozing area 
about 0.3 cm. in diameter. The skin removed contracts on cutting, but is 
applied firmly, cut surface down, to the recipient area without suture. 

(4) Both areas are covered with ‘vaseline tulle’, and bandages are applied 
to give firm pressure over the graft. If the graft is placed in a depression, 
pieces teased off cotton-wool soaked in saline should be used over the 
‘tulle’ to build the dressing to above skin level before bandaging. 

(5) Both areas are inspected after ten days. 
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ILLUSTRATIVE CASES 

Mrs. A., using a circular saw, sliced skin and some subcutaneous tissue from the 
4th and sth fingers of her right hand, leaving bare areas 1.0 cm. and 0.6 cm. in 
diameter, respectively. She ran a smallholding single-handed, and quick sound 
healing with minimal time loss receiving medical attention was of great importance 
to her. When seen the wounds were clean, but there was oozing from the 5th finger 
which could not be stopped completely. One ‘pinch graft’ was applied to each 
finger. I did not attend the patient again professionally, but met her socially 24 
weeks later. The graft on the 4th finger, initially the larger lesion, had ‘taken’ and 
she exhibited proudly a perfectly healed finger: the other had not ‘taken’, and there 
was still a scab 0.4 cm. across. She was delighted with the successful graft. 


Mr. B. had primary amputation of a finger in a casualty department. Ten days 
later there was a gap 1.4 cm. x 0.4 cm. between the skin edges, filling with granu- 
lation tissue. After cleaning, three ‘pinch grafts’ were applied. Ten days later healing 
was complete without gross scarring. 


Mrs. C., a housewife, attended with burns of her forearm. Most of these were 
second degree, but an area 0.7 cm. x 0.8 cm. proved to be third degree. After 
cleaning, two ‘pinch grafts’ were applied. Ten days later healing was complete 
and scar free. 

Mr. D. attended at surgery with a large carbuncle of the neck. Treatment with 
penicillin and incision left, ultimately, an area of granulation tissue about 1 cm. 
across. Three ‘pinch grafts’ were applied after cleaning. Healing was rapid, and 
three months later scarring and depression were minimal. 

DISCUSSION 

The latest report of the Medical Research Council (1954-55) mentions 
(p. 39) the importance of early skin-grafting in cases with epithelial loss 
from burns, and the principle is well established in cases of skin loss from 
other causes. Most techniques demand asepsis, time, help, equipment or 
preparation impossible in general practice. The patient may not consider 
that the injury merits the time and expense of hospital attendance. ‘Pinch- 
grafting’ offers the general practitioner a mode of active treatment in suit- 
able cases which, if successful, reduces the time of disability significantly 
and improves the cosmetic result. If the graft fails normal healing 
seems to be accelerated and further measures are not prejudiced. 

Of the four cases reported, cases 1 and 2 were actually treated by me in a 
casualty department: had I seen them outside I would have used the same 
treatment and have done so successfully in similar cases in general practice. 
Case 1 provides a control, unintentionally; the larger lesion on which the 
graft ‘took’ healed before the smaller one on which the graft did not take. 
It would have been better to have delayed grafting on the 5th finger for 
twenty-four hours to allow bleeding to stop, but the patient’s preoccupation 
with her livelihood and the petrol shortage made this impossible. A further 
graft might have been applied at inspection with advantage. This was the 
only case quoted in which antibiotics were given to cover the actual grafting 
operation. I have come to regard them as useful mainly in the preparation 
of dirty wounds for grafting. So far I have used ‘vaseline tulle’ as the dress- 
ing, but removal after ten days is traumatic, and it cannot be regarded 
as ideal. 
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Since 1952 I have a ‘take’ rate of 70 per cent. in over 100 cases treated in 
general practice. I consider it wise to explain to the patient that the graft 
may fail but that normal healing and other measures will be unaffected by 
the attempt. 


SUMMARY 

(1) Attention is drawn to the use of ‘pinch’ skin-grafting in selected cases 
in general practice. It is not a satisfactory alternative to hospital treatment 
for extensive lesions. 

(2) ‘Pinch-grafting’ provides the general practitioner with means of active 
treatment when, owing to the area involved, re-epithelialization will be slow. 

(3) In successful cases, the time of disability and the area of scarring are 
reduced. When unsuccessful, normal healing seems to be accelerated. 
Suitable lesions must be dry and clean. 

Antibiotic cover does not seem essential if the lesion is clean. Hypertonic 
saline is a satisfactory cleansing agent. 


I am grateful to Mr. Derrick Martin, F.R.C.S., for permission to publish cases 
1 and 2, and for his advice and encouragement during the preparation of this article. 


A CASE OF ASCITES DUE TO CIRRHOSIS OF THE LIVER 
CONTROLLED BY ION-EXCHANGE RESINS 


By CHRISTOPHER W. GRANT, M.B., Cu.B., D.Osst.R.C.0.G. 


Pitlochry, Perthshire 


RESTRICTION of dietary sodium can prevent the reaccumulation of ascites 
in cirrhosis of the liver (Sheila Sherlock, The Practitioner, 1956, 177, 450). 
The following is the report of a case in which such reaccumulation has been 
prevented by the use of ion-exchange resins. 


HISTORY 

The patient, a man aged 72, developed frank jaundice in September 1949, 
and was admitted to Perth Royal Infirmary where a diagnosis of ‘? infective 
hepatitis’ was made. He was also found to have slow auricular fibrillation 
and early congestive failure. He was treated with bed rest, digoxin and 
mersalyl. The jaundice cleared up, but was followed by the gradual onset 
of cirrhosis—the liver enlarging to four fingerbreadths below the costal 
margin, where it has remained since. 

In March 1952, ascites developed for the first time and paracentesis had 
to be carried out nine times in seven months, there being a progressive 
increase in the frequency with which it was done. An average of 18 to 20 
pints (10 to 11 litres) was removed on each occasion, 








76 THE PRACTITIONER 


TREATMENT 

He was admitted to Perth Royal Infirmary for treatment with a cation- 
exchange resin. This was started on November 26, 1952, with ‘katonium’ 
(Bayer), 15 g. thrice daily, and he has remained on this without inter- 
mission. Since starting ‘katonium’ treatment, paracentesis has been needed 
only twice—in February and October 1953—and only 18 and 6 pints 
(10 and 3.5 litres) respectively were removed. The girth of the abdomen 
at the level of the umbilicus has remained constant at approximately 
43 inches (110 cm.) since 1953. 

The present therapeutic regime is ‘katonium’, 15 g. thrice daily, digoxin, 
0.25 mg. thrice daily for three days a week, and mersalyl, 2 ml. twice a week. 
In view of the danger of the salt-depletion syndrome, his dietary salt has 
not been cut down. Estimations of serum sodium and potassium are carried 
out regularly. 

In 1955 he had two episodes of decompensated congestive cardiac failure 
and in 1956 one episode. These were characterized by anasarca and had 
very little effect on the ascites. They responded to bed rest and the addition 
of aminophylline and ammonium chloride to the regime. He also developed 
diabetes mellitus in 1954, and this has responded satisfactorily to dietary 
control. 


I should like to thank my senior colleague, Dr. J. M. Henderson, for his encourage- 
ment. It was his suggestion originally that ion-exchange resins be tried in this case. 


HEARTBURN IN PREGNANCY 


By D. W. B. WOOLVEN, M.B., Cu.B., D.Osst.R.C.O.G. 
Baldock, Hertfordshire 


AN association between the presence of a hiatus hernia and gastric symptoms, 
including heartburn, in pregnancy was noted in 1953 by Dutton and Bland; 
they described nine cases in which severe symptoms were attributable to 
this abnormality. Previously, Rigler and Eneboe (1935) had shown that 
hiatus hernia is not uncommon in pregnant women, although it does not 
necessarily give rise to symptoms. If, however, it is associated with reflux 
cesophagitis the patient may complain of intense heartburn, which is 
aggravated by stooping and lying down, and is therefore particularly trouble- 
some at night. It is probable that postural regurgitation of acid gastric 
contents occurs in many pregnant women in whom no hiatus hernia is 
demonstrable, simply as the result of a lax cardiac sphincter and increasing 
intra-abdominal pressure. 

In pregnant women, with no previous history of indigestion, heartburn 
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is seldom a complaint before the twentieth week. The symptom tends to 
become more troublesome in the later months of pregnancy and commonly 
disappears spontaneously after delivery. Rigler and Eneboe (1935), Bourgeois 
and Hood (1949) and Dutton and Bland (1953) have all observed diminution 
in size, or even complete disappearance of hiatus hernia after confinement. 


SCOPE OF INVESTIGATION 
In a series of 74 pregnant women attending for routine antenatal supervision 
in general practice, one-third complained of some degree of heartburn 
during the second and third trimesters. In about one-half of those who 
complained, the symptom, which was induced or aggravated by posture, 
was of sufficient severity to interfere with sleep and with the normal 
stooping movements involved in housework. 

Heartburn in pregnancy is notoriously refractory to treatment. When, as 
is so often the case, a series of alkaline mixtures or powders has failed to 
ameliorate the condition the patient may be compelled to sleep propped-up, 
or may even be driven to induce vomiting in order to obtain relief from this 
intensely discomforting symptom. 

A female patient who was not pregnant had a radiologically proved hiatus 
hernia and was considered unsuitable for surgery; treatment by a succession 
of antacids and carminatives did not alleviate the heartburn. This patient 
was then empirically treated by a tablet containing aluminium glycinate and 
magnesium carbonate (‘prodexin’), with dramatic and complete relief of her 
symptoms. It was therefore decided to give the same therapy to a series of 
pregnant women complaining of heartburn. They were instructed to allow a 
tablet to dissolve slowly in the mouth whenever they experienced the 
symptom, and, as a prophylactic measure, before lying down or doing house- 
work involving stooping. 


RESULTS 
Twenty-four out of twenty-five patients suffering from heartburn of preg- 
nancy were quickly and effectively relieved of this symptom by the 
administration of ‘prodexin’. The antacid action of this preparation begins 
about two minutes after the tablet is placed on the tongue, and continues for 
several hours in most instances. 


DISCUSSION 
Aluminium glycinate appears to have a specific effect in controlling the heart- 
burn of pregnancy. In my experience, a succession of reputable antacids, 
including aluminium hydroxide tablets, failed to alleviate this symptom 
with any constancy. Yet aluminium glycinate, on entering the stomach, 
is also converted into aluminium hydroxide gel; simple antacid action 
cannot therefore be the sole therapeutic objective. It may be that aluminium 
hydroxide tablets do not hydrate in the stomach to form a gel identical with 
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that derived from aluminium glycinate, the action of which may be physical 
as well as chemical. Perhaps the antacid particles of ‘prodexin’ adhere to 
the inflamed oesophageal mucous membrane. 


SUMMARY 

(1) The etiology and pathology of pregnancy heartburn are discussed. The 
symptom is probably associated with reflux cesophagitis. 

(2) In a patient with hiatus hernia associated with reflux esophagitis, 
and complaining of heartburn, a combination of aluminium glycinate with 
magnesium carbonate gave absolute symptomatic relief, where other 
antacids had failed. 

(3) In twenty-four out of twenty-five patients suffering from heartburn 
of pregnancy, the symptom was entirely relieved by this treatment. 

(4) A combination of aluminium glycinate with magnesium carbonate 
appears to be specific for the symptomatic control of reflux cesophagitis, 
associated with hiatus hernia or a lax cardiac sphincter. 

(5) The rationale of this treatment is suggested. 
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A CETRIMIDE PREPARATION FOR SEBORRHGA 
CAPITIS AND SEBORRHGIC DERMATITIS 


By R. J. O. SPEIRS, M.R.C.S., L.R.C.P. 
and R. W. BROTHERWOOD, M.B., B.S. 
Dulwich, London, S.E.21 


It has been noted for some years (Hodges, 1951; Neville-Smith, 1951, 1952) 
that cetrimide appears to be an effective application in cases of seborrhea. 
Recently, a lotion concentrate containing 17.5 per cent. cetrimide as the 
active principle has been issued by the Pharmaceuticals Division of Imperial 
Chemical Industries Ltd. under the trade name ‘cetavion P.C.’ (P.C.=pro 
capite). 


SCOPE OF INVESTIGATION 
We have investigated the effect of this preparation in a series of cases, taken 
from our practice in South-East London. Brief notes were made of the 
initial condition, and the patients were given a bottle of the lotion, a sheet of 
simple instructions (see p. 79), and were requested to return after two, 
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three and four weeks had elapsed, for assessment. The lotion was to be used 
(diluted to a strength of 3 per cent. ‘cetavlon’) as a shampoo twice a week 
for the first two weeks, and thereafter weekly. 

The instructions given to the patients were as follows :— 


(1) Take 1 tablespoonful of the concentrated lotion and dilute it in half-a-teacup 
of tepid water. For oily hair use 14 tablespoonfuls. 

(2) First wet the hair and then apply a quarter-of-a-cup of the diluted lotion to the 
hair and thoroughly rub it in until the hair lathers. 

(3) Next rinse the hair thoroughly with warm water and then apply the remainder 
of the diluted lotion, quarter cup. Rub it in and lather the hair again. 

(4) Complete the treatment by rinsing the hair with warm water. Rinsing should 
be repeated until all traces of the lather have been removed. 

Note: Care should be taken to prevent the lotion, concentrated or diluted, from 
entering the eyes. 


RESULTS 

The results were classified as good, poor, and failures. Of the 26 patients, 
13 had a good result, four had an initial good response but relapsed on 
omission of the treatment; one patient showed a poor response; one patient 
did not respond and was classed as a failure. Finally, seven patients failed 
to return and, although no definite conclusion can be reached about these 
seven patients, we think it probable that most of them noticed an improve- 
ment in their condition, and therefore did not bother to attend the surgery 
again. 

Of the 19 patients assessed, the majority (89 per cent.) showed objective 
and subjective improvement, although there was a tendency for the symp- 
toms to recur when the treatment was omitted. 

Side-effects.—There were no signs of any side-effects, or any sensitization 
to the lotion, in our series of cases. The preparation was well liked by both 
male and female patients, and no complaints of ‘dry hair’ were recorded. 


CONCLUSION 
It was concluded that ‘cetavlon P.C.’ was an effective, safe and pleasant 
preparation for use in the control and management of seborrheea capitis 
and seborrheeic dermatitis. A number of cases, however, will require periodic 
application of ‘cetavlon P.C.’ to maintain the initial improvement. 


We wish to thank the Pharmaceuticals Division of I.C.I. Ltd. for a generous 
supply of ‘cetavion P.C.’ and also Dr. J. M. Mungavin and Mr. Hahn of I.C.1. 
Ltd. for their help and advice. 
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THE TEMPLE OF HEALTH 


JAMES GRAHAM, M.D. 
1745-1794 
By BRIAN HILL 


‘If there be one human being, rich or poor, male, female, or of the doubtful gender, 
in or near this great metropolis of the world, who has not had the good fortune 
and the happiness of hearing the celebrated lecture, and of seeing the grand celestial 
state bed, the magnificent electrical apparatus, and the supremely brilliant and 
unique decorations of this magical edifice, of this enchanting Elysian palace! where 
wit and mirth, love and beauty—all that can delight the soul, and all that can ravish 
the senses—will hold their court this, and every evening this week, in chaste and 
joyous assemblage! let them now come forth, or for ever afterwards let them blame 
themselves and bewail their irremediable misfortune’. 


It was most probably an advertisement of this sort that turned Horace 
Walpole’s steps in the direction of Pall Mall on a summer evening in 1784. 
However persuasive the puff, the entertainment, at any rate in Walpole’s 
view, fell far short of what was promised. He mentioned it in passing in a 
letter to a friend: 


‘It is the most impudent puppet show of imposition I ever saw, and the mounte- 
bank himself the dullest of his profession, except that he makes the spectators pay 
a crown a-piece. .. . A woman, invisible, warbled to clarinets on the stairs. The 
decorations are pretty and odd, and the apothecary, who comes up a trap-door, 
for no purpose, since he might as well come upstairs, is a novelty. The electrical 
experiments are nothing at all singular, and a poor air-pump, that only bursts a 
bladder, pieces out the farce’. 


The medical trap-door expert responsible for this outré exhibition was a 
Dr. James Graham who achieved considerable notoriety for a time in late- 
eighteenth century London and Edinburgh. 


EARLY DAYS 

James Graham was the son of an Edinburgh saddler. He was born in 1745. 
After he had finished his schooling, he graduated at the University of his 
native city, and then removed to Yorkshire, setting himself up in practice 
at Pontefract. It seems that he married in 1770, but the pleasures of a family 
and the dull routine of an ordinary general practitioner’s life did not satisfy 
his mercurial disposition for long, and he emigrated to America. There, as 
he himself said, he 


‘travelled for the benefit of mankind, to administer relief in the most desperate 
diseases to patients whose cases had hitherto puzzled the ordinary practitioners’. 


Whether or not this consultative practice was to the benefit of the sick, it 
was certainly to that of the doctor, for he made a great deal of money. 
With this new-found wealth he returned in due course to England, where, 
after touring up and down the country for a time in a similar way, he 
opened his celebrated Temple of Health, first in the Adelphi and later at 
Schomberg House in Pall Mall. 
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THE ‘TEMPLE OF HEALTH’ 

The main object of this extraordinary establishment, according to the hand- 
bills, which two porters in immense cocked hats and gaudy liveries covered 
with gold lace handed out to passers-by, was 
‘preventing barrenness and propagating a much more strong, beautiful, active, 
healthy, wise, and virtuous race of human beings than the present puny, insignifi- 
cant, foolish, peevish, vicious and nonsensical race of Christians, who quarrel, 
fight, bite, devour and cut one another’s throats about they know not what’. 

Graham spent his money on this project with a lavish hand. The fagade 


of the building was decorated with a huge gilt sun and other emblematical 

















Dr. Graham following a lady—possibly to interest her 

in earth-bathing. (By courtesy of the British 

Museum.) 
devices, whilst the entrance was flanked by life-sized statues of Hygeia and 
similarly appropriate deities. Inside, the wondering visitor passed through 
superbly furnished suites of rooms where his reflection gaped back at him 
in a profusion of mirrors. Dragons spouted fire and incense in corners; 
satin couches on glass legs stood about here and there; and in one special 
chamber was to be found the great celestial bed richly hung and also sup- 
ported by glass legs. Childless couples were charged a fee of one hundred 
pounds for its use. Another of the doctor’s medical marvels was his 
‘authentic elixir of life’. For a mere one thousand pounds the credulous 
purchaser could carry away enough of this ichor to enable a man to have 
as long a life as he could wish. 
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THE ‘GODDESS OF HEALTH’ 
In these opulent surroundings, assisted by a beautiful woman whom he 
called the ‘Goddess of Health’, Graham lectured on procreation and bodily 
health (two guineas’ admission fee to each lecture) and conducted electrical 
experiments or, as Robert Southey put it, ‘tampered with electricity in a 
manner too infamous to be reported’, whatever that horrified comment 
may imply. 

Another of the doctor’s unconventional ideas for the promotion of health 
was ‘earth-bathing’. He used to bury himself and his patients, in a state of 
nudity, up to the neck in earth for periods of four hours or more. Indeed, 
some reports suggest that the treatment was continued on occasion for as 
much as ten or twelve hours. The patients said that they suffered intensely 
from cold during the first two hours, after which they gradually grew 
warmer until eventually they fell into a profuse perspiration. When Graham 
was asked why, although he seemed in good health, he buried himself in 
this way, he replied: ‘It gives me, sir, a skin as soft as the feathers of 
Venus’s dove’. 

Spectators were charged a guinea to see Graham and his goddess, their 
hair powdered and dressed, buried up to their chins and looking for all 
the world like two strange products of the vegetable kingdom. Indeed, a 
farmer, who was one of the spectators on one occasion emptied a pot of 
water over the doctor’s head to ‘make him grow’. It has been said (but 
hotly denied by some of her biographers) that Nelson’s Lady Hamilton, 
in her earlier and more penurious days as Emma Hart, acted as Goddess 
of Health for a time in the charlatan’s “Temple’ and cooperated in these 
dubious activities. 

Once the novelty of his quack establishment wore off, Graham found it 
increasingly difficult to attract the public in sufficient numbers to cover his 
running costs which were by no means small. The fee for the use of the 
celestial bed dropped to twenty guineas, and admission to the lectures 
dwindled first to a guinea, and then to half a guinea, five shillings and ‘for 
the benefit of all’ half a crown. Eventually the Temple was thrown open 
for inspection by the curious mob for no more than a shilling a head. All 
these desperate expedients, however, were of no avail. 


‘THE MILLENIUM’ 

In 1783, his Temple threatening to become a liability and his fortune 
largely exhausted, Graham cut his losses and returned to his native Scot- 
land. Sir James Macintosh in his Memoirs reports him as attending lectures 
for a time in Edinburgh University and he is said to have taken his M.D. 
in Glasgow. He continued, too, to lecture himself, for he got into trouble 
with the authorities on one occasion for overstepping the bounds of decency. 
Had not his supporters paid his fine of twenty pounds he might have 
languished in the Edinburgh Tolbooth for some time. 
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But Graham had not tired of surprising the world. In 1787 he suddenly 
announced the millenium and, styling himself “The Servant of the Lord, 
O.W.L.’ (the letters apparently stood for ‘Oh, Wonderful Love’), he began 
to date his publications ‘In the first year of the New Jerusalem Church’. 
He was also in the habit of maddening himself with ether, in which state 
he would rush out into the street and, like St. Martin, strip himself to 
clothe a passing beggar. It is hardly surprising after this behaviour to hear 
of his confinement for a time as a lunatic. 


QUACKERY AND COMMON SENSE 

Graham died in 1794, the cause of death being given as ‘the bursting of a 
blood vessel’. His body lies in Grey Friars Churchyard in Edinburgh. He 
was saved from want in his last years by an annuity of fifty pounds which 
had been bestowed on him by a wealthy native of Geneva who was grateful 
for benefits received (perhaps the birth of an heir?) after following the 
advice given in one of the doctor’s tracts. During Graham’s comparatively 
short career a great many of such publications carrying long and grandilo- 
quent titles emanated from his pen. Typical titles were:— 

‘Private Medical Advice to Ladies and Gentlemen—to those especially who are 
not Blessed with Children! (Sealed up. Price one guinea.) 


‘Hebe Vestina’s Celebrated Lecture—as delivered by her from the Electrical 
Throne in the Temple of Health in London’. (Two shillings and sixpence.) 


‘A New and Curious Treatise of the Nature and Effects of Simple Earth, Water 
and Air, when applied to the Human Body. How to Live for many Weeks, Months 
and Years, without Eating anything whatever, etc.’. 

Graham was never backward in demonstrating his treatment on his own 
person. He attempted to prove the benefits to be derived from the advice 
given in the third of these tracts by living for some fourteen days on a 
diet of cold water and nothing else. During this experiment he maintained 
his strength by ‘wearing cut-up turves against his naked body, admitting 
air into his rooms night and day, and by rubbing his limbs with his own 
Nervous Ethereal Balsam’. 

He was a strange mixture of eccentricity bordering on sheer insanity, 
cunning quackery and sound common sense. He himself was a vegetarian 
and a teetotaller, and he strongly advocated at all times temperance in diet. 
Those who consulted him were advised to eat and drink in moderation and 
to take plenty of exercise in the open air. But what in the eyes of his fellow- 
physicians must have seemed his most dangerous piece of quackery was 
the advice he gave to his patients to keep their windows open at night. 
For all enlightened opinion in the eighteenth century knew that night air 
bred fevers and was inimical to health. 
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CXIV.—NOVOBIOCIN 


By MAXWELL FINLAND, M.D. 


Associate Professor of Medicine, Harvard Medical School; Associate Director, Thorn- 
dike Memorial Laboratory, and Physician-in-Chief, Fourth Medical Service, 
Boston City Hospital 


AND ROGER L. NICHOLS, M.D. 


Research Fellow in Medicine, Harvard Medical School and Thorndike Memorial 
Laboratory 


Two new antibiotics, one called ‘cathomycin’ and another ‘streptonivicin’, 
were first introduced at the Third Antibiotic Symposium in Washington in 
November 1955. The former was prepared by research workers of Merck 
& Co. (Wallick et al., 1956) from an apparently new species of actinomycete, 
called Streptomyces spheroides because of the characteristic shape of the 
colony it produces; the latter was discovered in the research laboratories of 
The Upjohn Co. (Smith et al., 1956) and also was produced by a new species 
which was named Streptomyces niveus because of the snow-white colour of 
the colony it forms. Interest in these antibiotics centred about the consider- 
able effect they had in vitro on strains of Staphylococcus aureus irrespective 
of their susceptibility or resistance to the other antibiotics that were in 
common use. The reason for this interest was, of course, the fact that a 
great majority of the staphylococci that were being isolated from infectious 
materials and from carriers in hospitals were proving to be resistant to peni- 
cillin and often to many of the other antibiotics upon which clinicians were 
relying for the management of infections caused by these organisms. The 
antibiotic was also found to be effective against other gram-positive bacterial 
species and against certain gram-negative organisms but not against most of 
the latter. 
HISTORY 

In discussing these new antibiotics at that time Finland (1956) called atten- 
tion to work done in his laboratory (Jones et al., 1956) which suggested that 
both of them had identical activity in every test that was done. Subsequently, 
Welch and Wright (1955) obtained samples of these agents from both manu- 
facturers and established their identity by their ultra-violet and infra-red 
absorption spectra. A sample of an antibiotic was later submitted to Welch 
from Chas. Pfizer & Co.; this one had formerly been referred to as PAg3 
and was designated ‘cardelmycin’, and it, too, proved to have the same 
physical characteristics. By common agreement the antibiotic was later 
given the generic name novobiocin, whereas the trade names ‘cathomycin’, 
‘albamycin’ and ‘cardelmycin’ were given to the products of their respective 
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producers: Merck & Co., The Upjohn Co., and Chas. Pfizer & Co. Several 
months later there appeared a report from Italy (Rolland et al., 1956) of the 
same antibiotic produced from a strain of a new streptomyces, S800, 
isolated in Rome; the Italian product, produced by Lepitit S.P.A., has been 
given the trade name ‘vulcamycina’, and it was shown to be identical in its 
physical properties and biological activities to novobiocin. 

By a strange coincidence there appeared in the issue of the British Medical 
Journal for November 12, 1955, one week after the Antibiotic Symposium 
referred to above, an article by Gause (1955) describing a new Soviet anti- 
biotic called ‘albomycin’. The latter designation understandably gave rise to 
some confusion with the new American antibiotic, but this was soon cor- 
rected, and Garrod and Waterworth (1956) have since shown that the Soviet 
antibiotic has very little in common with Upjohn’s ‘albamycin’, now recog- 
nized as novobiocin. 

Details of the identification of the chemical structure of novobiocin were 
worked out independently by the chemists at both Merck (Shunk et al., 
1956) and Upjohn (Hoeksema et al., 1956), and the workers in both groups, 
in papers published in the Journal of the American Chemical Society, 
arrived at the identical chemical formula almost simultaneously. 


PHYSICAL AND CHEMICAL CHARACTERISTICS 
Novobiocin is produced from cultures of Streptomyces spheroides or Strepto- 
myces niveus by fermentation in appropriate media and the antibiotic thus 
produced is extracted from the media and purified by successive precipita- 
tions and extractions with appropriate organic solvents. The pure crystalline 
acid has a slightly yellow or white colour, depending upon its state of sub- 
division, and it. has a well-defined crystalline form. Its empirical formula is 
C,,H;,N,O,, and its structural — is: 

— 


“lL Ler 
H3C 
CH 
H3C OH . 


It has been prepared as dia’ a monobasic or a dibasic sodium salt or as 
the calcium salt. Catalytic hydrogenation with the proper metallic catalyst 
has also yielded dihydronovobiocin. All of these products have essentially 
identical antibacterial activity but they vary somewhat in their physical 
characteristics. The preparation generally employed for oral therapy in cap- 
sules has been the crystalline monobasic sodium salt, whereas the calcium 
neutral salt has been employed to prepare suspensions in flavoured syrup 
for pediatric use. Although a chemical method of assay has been described 
by Boxer and Shonk (1956), bioiogical methods based upon activity of the 
antibiotic against some highly susceptible strains of bacteria are generally 
employed. 
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IN VITRO ACTION 
The antimicrobial spectrum of novobiocin resembles that of penicillin but 
there is no cross-resistance with penicillin or any other known antibiotic, 
either as regards strains that are naturally resistant to such antibiotics or 
with respect to strains made resistant to them in vitro. Moreover, strains 
made resistant to novobiocin do not show the acquisition of cross-resistance 
to any other antibiotic, but increases in sensitivity to such antibiotics in 

















Minimum inhibiting concentration, 
micrograms per ml. 
Organism 
Range For most strains 
Staphylococcus 0.02-50 I 
Streptococcus hemolyticus 0.1-50 5 
Enterococcus 0.1-100 25 
Streptococcus viridans 0.1-50 10 
Pneumococcus 0.I-10 I 
Diphtheria bacillus ne 0.1-5 I 
Clostridia 12.5-25 25 
Mycobacterium tuberculosis 5-50 10 
Meningococcus O.I-51 3 
Gonococcus I-10 | 6 
Haemophilus influenza I-10 5 
Brucella 1-25 5 
Pasteurella 1-25 5 
Coli-Aerogenes group 5->400 400 
Proteus vulgaris I->400 | 25 
Proteus, other species I->400 200 
Salmonella* 25->400 | > 400 
Shigella 25->400 | > 400 
Pseudomonas pyocyanea 10->400 >200 
Yeasts and fungi 400 








*Including typhoid and paratyphoid bacilli. 


TABLE 1.—Susceptibility of common bacteria to novobiocin. 


strains that were initially resistant to them have been reported. As shown 
in table I, novobiocin is active primarily against gram-positive bacteria 
notably staphylococci, but it is also active against pathogenic neisseria, 
hzmophilus and certain species or strains of pasteurella. It is also moder- 
ately active against certain strains of proteus but not against most strains of 
this species. It is virtually inactive against coliform organisms, salmonella, 
shigella, pseudomonas, yeasts and fungi. 

Within the physiological range of pH such as one may expect in human 
urine the in vitro activity of novobiocin is appreciably enhanced in an acid 
medium and is somewhat lower if the medium is highly alkaline. The 
activity of novobiocin, as reflected in the minimum inhibiting concentrations 
for the bacteria, is reduced in liquid media if the inoculum is a heavy one. 
Garrod and Waterworth (1956), for example, noted that a 500-fold decrease 
in the size of the inoculum of staphylococcus resulted in a four-fold in- 
crease in the activity of novobiocin. Whereas novobiocin is primarily bac- 
teriostatic, it may be highly bactericidal for sensitive strains when used in 
high enough concentrations. As a result of the binding of the antibiotic to 
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serum albumin, blood and serum inactivate novobiocin in a reversible 
manner. This is a rather loose binding since the active antibiotic is released 
on dilution of the serum. Thus, up to go per cent. of the activity is lost in 
undiluted serum, whereas in media containing 5 per cent. serum most of 
the activity is retained. 


IN VIVO ACTIVITY 

Most of the studies have been done in mice. In this species, novobiocin has 
been found to be highly active against experimental infections with staphy- 
lococcus, streptococcus, pneumococcus and pasteurella, and also against 
infections with some strains of proteus. In mice the antibiotic is effective 
when given orally or by parenteral routes and is almost as effective orally as 
when given intravenously, indicating that it is well absorbed from the 
stomach. Novobiocin is not effective against infections with other coliform 
organisms (including Friedlander’s bacillus), salmonella, shigella, M. tubercu- 
losis or C. albicans. It is essentially inactive against strains of rickettsiz, 
viruses, and protozoal parasites in all strains that have been tested. 

In mice it has also been shown that, when used in combination with 
penicillin in the treatment of infections with organisms susceptible to both 
antibiotics, novobiocin is more effective than either agent alone. This en- 
hanced action of the antibiotic combination was demonstrated for infections 
of mice with Streptococcus hemolyticus, Staphylococcus aureus, and pneumo- 
coccus. 


RESISTANCE OF BACTERIA TO NOVOBIOCIN 

Many species of sensitive bacteria, and almost all strains of staphylococcus 
which have been tested, readily acquire resistance to novobiocin following 
repeated subcultures in the presence of this antibiotic in vitro. Such resist- 
ance is acquired at a fairly rapid rate, similar to that exhibited in the presence 
of erythromycin. Strains of considerably increased resistance have also been 
isolated from originally sensitive cultures following a single subculture in a 
sublethal concentration of this antibiotic. The development of resistant 
strains in vivo, that is during the course of treatment, has also been reported 
by a number of observers. Some of these reports may be considered as 
having demonstrated that the resistant variants were actually derived from 
originally sensitive strains as indicated by the fact that successive strains of 
increasing resistance were obtained from blood cultures or, in the case of 
other sources, were demonstrated to have identical phage patterns. From 
most of the reports, however, it is not certain whether the resistant strains 
isolated during or after treatment with novobiocin were originally sensitive 
strains that acquired resistance during the treatment, or whether resistant 
species or variants were originally present and were selected out by the treat- 
ment. As already noted, novobiocin-resistant bacteria that either acquired 
the resistance in vitro or emerged in vivo during the course of treatment do 
not show any increase in resistance to any other antibiotic to which they 
were previously susceptible. 
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EFFECT OF NOVOBIOCIN IN COMBINATION WITH OTHER 
ANTIBIOTICS 

Some of the earliest reports on novobiocin have included the observation 
that this antibiotic exerts a synergistic bactericidal action when combined 
with some of the other established antibiotics, notably penicillin and tetra- 
cycline. Further, the development of resistance to novobiocin has been 
shown to be considerably delayed and the degree of resistance depressed 
when subcultures are made in the presence of increasing concentrations of 
such combinations of novobiocin with other antibiotics. Chiefly for the 
latter reason, but also because of the possible enhancement of activity, most 
workers among the clinicians who have had experience with this antibiotic 
have suggested that novobiocin always be used together with another anti- 
biotic to which the causative organism is originally sensitive; this is par- 
ticularly important when treating infections in which any delay in eradi- 
cating the organism may be expected, as for example in staphylococcal 
infections with abscesses, or in other suppurating lesions. 


TOXICITY IN ANIMALS 

Novobiocin is quite well tolerated by experimental animals. It has a rela- 
tively low toxicity for mice when given orally and is only moderately toxic 
for that species by the intravenous route. Guinea-pigs, however, are con- 
siderably more susceptible, as they are also to penicillin. Prolonged oral 
administration of moderate doses has been well tolerated in mice and dogs 
and no toxic effects on the eighth cranial nerve have been noted in cats. No 
untoward effects on the renal, hepatic or hemopoietic functions have been 
reported. A yellow colour has been noted in the serum of dogs given novo- 
biocin but this is probably due to some metabolite of the antibiotic; it pro- 
duces an indirect reaction for bilirubin and is not related to liver damage. 
Doses of 50 to 200 mg. injected intramuscularly in 1 ml. of saline in rabbits 
have produced degeneration of muscle fibres. No serious pharmacodynamic 
effects have been noted. 


ABSORPTION, EXCRETION AND DISTRIBUTION IN THE BODY 
In mice and dogs, novobiocin has been shown to be well absorbed when 
given orally and the antibiotic has been demonstrated in varying concentra- 
tions in almost all body fluids and tissues tested except in cerebrospinal 
fluid, and only minimal concentrations have been found in brain. The anti- 
biotic is excreted in the bile, which, after a few doses, usually contains highet 
concentrations than the serum. Novobiocin is also well absorbed after intra- 
muscular injection but the preparations thus far employed produced appre- 
ciable tissue reaction in muscle and in subcutaneous tissues. 

Maximum concentrations are achieved in the blood within two or three 
hours after an oral dose, both in experimental animals and in man, and the 
levels of antibiotic are fairly well sustained for several hours. There is some 
cumulation of the antibiotic in the blood during the first few doses, but 
after that the levels stabilize quite well so that only minor fluctuations in 
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levels are noted when oral doses are given every six or eight hours at the 
usual dosage levels, and even every twelve hours when larger doses are 
used. Initial doses appear to be absorbed better from an empty stomach 
than after a meal. Peak concentrations are achieved earlier and are higher 
when the antibiotic is taken in the fasting state. High concentrations are 
obtained in the urine, but only about 3 per cent. of the amount administered 
can be recovered from the urine. Considerable amounts, however, are present 
in the feces at all times during the administration of the antibiotic, indicating 
that much of it may remain unabsorbed. Some of the fecal antibiotic, how- 
ever, may represent novobiocin that has been excreted into the intestine by 
way of the bile. 

Blood levels of novobiocin achievable in both adults and children are 
higher with novobiocin than with any of the antibiotics in general use when 
given in comparable doses. These concentrations may be many times those 
required to inhibit susceptible organisms in vitro. In man the antibiotic has 
been demonstrated in pleural, ascitic and joint fluids, usually in relatively 
lower concentrations than in the serum, but it has not been demonstrated 
in cerebrospinal fluid except in very low concentrations in one patient with 
meningitis. The concentrations of antibiotic in the urine may be several 
times as high as in the serum during continuous oral administration. 


DOSAGE 
The dose of novobiocin that has been generally used in the treatment of 
infections in adults has been 2 grammes daily given as four doses of 0.5 g. 
of sodium novobiocin in capsules. The dose generally recommended for 
children has been 30 mg. per kg. per day, divided in three equal doses at 
eight-hour intervals. Smaller doses have been used in the treatment of mild 
infections and larger amounts have been given for the more serious or ex- 
tensive infections: up to 4 grammes a day in adults and 100 mg. per kg. per 
day in infants and children. A ‘loading dose’ of 2 g. in adults, and of 20 to 30 
mg. per kg. in children, may be useful in order to achieve a high concentra- 
tion early and this can probably be well sustained ty follow-up doses given 
every eight or even every twelve hours. 


CLINICAL USES 

Novobiocin has proved to be effective in the treatment of infections caused 
by gram-positive organisms and also in the treatment of some cases of 
proteus infections of the urinary tract. Most of the clinical material thus far 
reported has dealt with the use of this antibiotic in staphylococcal infections, 
and many of these either had already failed to respond adequately to therapy 
with the antibiotics in common use or they were associated with staphy- 
lococci that were resistant to these antibiotics. The exact spectrum of 
activity of this antibiotic in patients, however, has not been completely 
determined. 

The majority of clinical reports dealing with its use in the treatment of 
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staphylococcal infections have indicated that the response has been generally 
favourable, although only a few instances are included of complete clinical 
and bacteriological cures in patients with staphylococcal endocarditis or 
with extensive suppurative lesions, or in late and severe cases, without 
resort to additional treatment with other antibiotics to which the organisms 
were also sensitive. Moreover, in a number of such cases, successful realiza- 
tion of the full potential of this agent was impeded by the development of 
sensitization reactions for which it was considered wise to stop the treatment, 
whereas in other cases, initial improvement was followed by a relapse asso- 
ciated with an increase in the resistance of the staphylococcus isolated from 
the blood or infected exudate. 

The types of staphylococcal infections that have been favourably affected 
have varied in location, numbers and severity. They have included pyo- 
dermas and infected dermatoses of which only a small minority have failed 
to give what was described as either an excellent or a good response. Infec- 
tions of skeletal or soft tissues, including osteomyelitis, wound infections 
and abscesses, have responded favourably, at least at first, in most instances. 
Occasional cures of staphylococcal endocarditis are recorded, but in these 
cases and in severe pneumonias which responded favourably, other anti- 
biotics were generally employed in addition, but the novobiocin appeared 
to increase the degree or rate of improvement. In these and other types of 
cases also, the exact evaluation of the effectiveness of the antibiotic has been 
difficult to assess because of the concomitant application of surgical meas- 
ures, or of other antimicrobial agents. 

Novobiocin has been used successfully to reduce the number of staphy- 
lococci in the faces of patients with postoperative diarrheea, but it had no 
effect in such diarrhoeas when a normal flora, in addition to the staphylococ- 
cus, was present. In severe staphylococcal enterocolitis, where the staphy- 
lococcus is the only or predominant organism, novobiocin has been success- 
fully employed. It has little or no effect on the normal bowel flora and hence 
is not likely to give rise to staphylococcal enterocolitis. 

Novobiocin has also been used successfully in the treatment of pneumo- 
coccal pneumonias and in cases of streptococcal upper respiratory-tract 
infections or cellulitis. In such cases favourable clinical and bacteriological 
effects were observed in most instances. In general, the response of such 
cases has been similar to that observed a few years earlier when erythromycin 
was first employed. Most observers, however, have indicated that the res- 
ponse has not been quite so striking as in infections with penicillin-suscep- 
tible organisms when treated with penicillin. 

Although strains of Hemophilus influenze and H. pertussis are quite sensi- 
tive to novobiocin in vitro, there are little data available from which the 
effectiveness of the antibiotic in infections with such organisms could be 
assessed. Because of the poor passage of the antibiotic across the blood- 
brain barrier, cases of influenzal meningitis would not be expected to respond. 

Because of an early observation which indicated that some strains of 
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proteus and occasional strains of E. coli are moderately sensitive to novobio- 
cin this antibiotic has been used in the treatment of various urinary-tract 
infections. Only a small minority of such infections have shown a favourable 
response that could be attributed to the antibiotic. Even strains of entero- 
coccus and infections with such organisms have failed to respond in most 
instances. The few successes have been mostly in infections with the more 
susceptible strains of proteus, but even some infections with the colon bacillus 
have occasionally responded in such a manner as to suggest that the anti- 
biotic may have been of some help. Such cases, however, are difficult to 
evaluate, particularly when the organisms obtained before treatment were 
insensitive to the antibiotic. 

On the whole, although the data are not adequate for such a correlation, 
there appears to be a direct relation between the susceptibility of the causa- 
tive organism and the favourable responses. Most of the clinicians who have 
engaged in the early clinical trials have been impressed with novobiocin as 
an active and useful agent, particularly in infections with staphylococci 
that are resistant to the generally available antibiotics. They have nearly all 
indicated that further experience is necessary to determine the exact place 
of this antibiotic in the management of infections. Due to the tendency of 
organisms, particularly staphylococci, to increase in resistance during treat- 
ment and the relatively frequent occurrence of rashes, they have all felt that 
novobiocin is best reserved for use in infections with organisms susceptible 
to this agent but resistant to others or in patients in whom other effective 
agents, such as penicillin, are not tolerated. 


UNTOWARD EFFECTS 

On the whole, novobiocin has been well tolerated and, although mild gastro- 
intestinal symptoms such as epigastric distress, nausea and cramps have been 
complained of by some patients and diarrhcea was reported as occurring in 
a few, there have been no reports of serious disturbances of renal, hepatic or 
haemopoietic function. Leucopenia with a drop in total count and occasionally 
in the proportion of neutrophils has been observed in a few patients, but 
this has usually occurred early, and the counts returned to normal levels 
during continued treatment; no instances of true bone marrow arrest have 
been recorded to date. Eosinophilia has been noted in a number of patients, 
often associated with rashes and sometimes reaching considerable propor- 
tions. A yellow pigment resulting in an elevated serum bilirubin has been 
noted in some patients under treatment and has lasted for several days. 
This is probably due to some metabolite of novobiocin. 

The most frequent toxic effects, however, have been the rashes which 
have usually occurred after about a week or more on doses of 1.5 g. or more 
a day. These rashes have usually been described as maculopapular or 
morbilliform and occasionally as diffuse erythema, and instances of late, 
mild desquamation have been recorded. A number of instances of urticaria, 
including a delayed variety, has been described, but in most of these patients 
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penicillin had been employed earlier or concomitantly. Occasionally, in 
patients with rashes a microscopic hematuria has been noted at the time. 
The rash and hematuria usually subsided in two to four days after the drug 
was stopped and in occasional cases in which erythema occurred during the 
second week of treatment, the rash subsided in spite of continued therapy 
that was considered to be warranted by the nature of the illness under 
treatment. Fever has accompanied the rash in many but not all of the cases, 
and the same is true of pruritus which was always present with urticaria 
but not always with the maculopapular type of eruption. Skin tests with 
novobiocin and challenges with further doses some time after discontinuing 
the treatment have given variable responses; most of the skin tests, however, 
have been negative and reinstitution of the treatment with novobiocin 
resulted in a return of the rash in most patients with rashes in which other 
agents could not be implicated. 


SUMMARY AND CONCLUSIONS 
Novobiocin is a new antibiotic which is highly active in vitro against many 
gram-positive and some gram-negative bacteria. It is particularly active 
against staphylococci, including strains that are resistant to one or all of 
the other antibiotics now available. 

Novobiocin has proved to be effective clinically against infections with 
susceptible bacteria and has proved particularly useful, along with other 
effective antibiotics, in the treatment of staphylococcal infections that have 
resisted therapy with many of the currently available antibiotics or in which 
the causative organism is resistant to such antibiotics. 

The usefulness of novobiocin has been limited by the occurrence of 
rashes and evidence of sensitization which have occurred with greater fre- 
quency than with other antibiotics. It has also been limited by the emergence 
of novobiocin-resistant bacteria during treatment. 

Novobiocin is therefore best reserved for serious staphylococcal infections 
or for such infections in which the organisms are resistant to other anti 
biotics. It is probably best used in conjunction with another antibiotic to 
which the causative organism is also sensitive. 
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EQUIPPING THE SURGERY 


Vil.—RECTAL EXAMINATION: 
INSTRUMENTS AND METHODS 


By IAN P. TODD, M.D., M.S., F.R.C.S. 
Surgeon, St. Mark’s Hospital for Diseases of the Rectum and Colon 


Tue need for a careful examination of the rectum has been stressed many 
times. It is an integral part of any complete medical or surgical examination, 
and a basic necessity when symptoms are referable to the gastro-intestinal 
tract or the abdominal organs. 

Every practitioner can use the finger and a proctoscope. Not all will want 
to use the sigmoidoscope. Sigmoidoscopic findings need a little experience 
in their interpretation, even though some pathological conditions are 
obvious. It must, 
however, be realized 
that a sigmoidoscopic 
examination must be 
thorough, if it is to 
be useful. This means 
that the instrument 
must be passed to at 
least 20 cm. The area 
missed by the finger 
and by x-rays is the 
recto-sigmoid region, 
at about 15 cm. from 
the anus. It is in this 





Fic. 1.—Couch set for rectal examination, with ‘angle- . y 
poise’ lamp in position. area that serious dis- 


ease often occurs. 


INSTRUMENTS 

Few instruments are needed in examination of the rectum. Illumination of 
the part is best achieved by using an ‘anglepoise’ lamp placed at the end of 
the examination couch (fig. 1). This can also be used to illuminate the 
proctoscope, and it dispenses with batteries, wires and special lamp-bulbs. 

For digital examination, a finger-cot is probably the most practical 
protection. It can be discarded rather than washed, and it is simple to wrap 
a piece of material around the base of the finger to protect it; either ‘kleenex’ 
tissue or a sheet of toilet paper with a central hole in it can be used for 
this purpose. 

A simple proctoscope of average size and adequate length, such as the 
Gabriel model, is needed. Many types of proctoscope are available, but 
the simplest is probably the best. Fenestrated proctoscopes and the like 
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can give false impressions to the unwary. If a lighted proctoscope is 
required, the Lloyd-Davies model is as good as any. 

Emmet’s forceps are ideal for swabbing away faeces through the proc- 
toscope, as they do not obscure the view to any serious extent. Angled forceps 
are available, but are more expensive. The only other instrument needed is a 
malleable probe-pointed director. This is used to investigate any perianal 
sinus. 

Suggested equipment (fig. 3) 

(1) ‘Anglepoise’ light. 

(2) Finger-cots, lubricating and anesthetic jelly. 

(3) Gabriel or Lloyd-Davies proctoscope. 

(4) Malleable probe director. 

(5) Emmet’s forceps for swabbing through proctoscope. 

(6) Gabriel hemorrhoid injection syringe. 

(7) Lloyd-Davies medium-sized 25-cm. sigmoidoscope. 

(8) Syringe for local anesthetic injection, scissors and artery forceps. 

Special drugs and dressings 

(1) Evaporating lotion of lead B.P.C., for thrombosed hemorrhoids. 

(2) Eusol, 1:8, for minor rectal dressings. 

(3) Local medicaments are kept in place by means of a T-bandage. A piece of 
gauze is soaked in the appropriate solution, applied and a small piece of 
wool and jaconet placed over it to form a firm pad. 


POSITIONING THE PATIENT 
The great secret in rectal examination is positioning of the patient on the 
examination couch. As a routine position, the lateral ‘position is used. 
Whether this is right lateral or left lateral is largely a matter of personal 
preference but my own choice (I am right-handed) is the left lateral position. 
The patient should 
lie obliquely across 
the couch (fig. 2) with 
the lower trochanter 
resting on a_ small 
sandbag, the hip being 
flexed and the knees 
semi-extended. The 
upper (right) shoulder 
is allowed to fall for- 
wards. The patient is 
made as comfortable 
as possible with a 


pillow under the head, 





a an a am aga Fic. 2.- Position of patient for rectal examination. Note 
sO - CoP ete re- that right shoulder is allowed to fall forwards. 
laxation is encouraged. 
Breathing through the open mouth also helps. This is the standard 
position for a routine examination. 

Occasionally, when the anterior wall of the rectum, the recto-vesical 
pouch or pouch of Douglas is under suspicion, a bimanual examination in 














EQUIPPING THE SURGERY 95 
the dorsal position (or rarely, the genupectoral position) may help. 
METHOD OF EXAMINATION 


The examination itself must be gentle. If the patient be kept informed of all 
that is to be done, apprehension and tenseness are minimized. Even though 
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swabs 


Aneesthetic 
Clean gawze lubricant 


: oe 
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lubricant 
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Fic. 3.—Equipment for rectal examination. 


the main symptoms may be referable to the lower rectum, a general examina- 
tion, with particular reference to the abdomen, is made first. 

The perianal region is first scrutinized in a good light. The colour and 
texture of the skin, the presence of sinuses, discharge, ulcers, swellings and 
protrusions are noted. The region is then gently palpated with the finger. 
Tender swollen areas, even if not yet red, suggest an abscess. Indurated 
cores of tissue running radially or circumferentially, especially when 
accompanied by a sinus, which may be healed or discharging, suggest a 
fistula. A globular bluish swelling, covered by skin, is usually a perianal 
hzmatoma (thrombosed external pile). A protrusion covered by mucous 
membrane, perhaps showing squamous metaplasia, is a prolapsed internal 
pile. This may be thrombosed. These two latter conditions may coexist, 
but there is commonly a groove between true skin and mucous membrane. 
The latter two conditions are often referred to by the patient as an ‘acute 
attack of piles’. 

Next the buttocks are gently parted. Often the patient can be of help 
here, using the right hand (in the left lateral position) to raise the upper 
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buttock. Fissures commonly occur in the midline posteriorly and are 
accompanied by a small tag—the ‘sentinel pile’. It is a painful condition and 
there is usually considerable sphincter spasm, but prolonged traction may 
reveal the condition. More rarely, a fissure may be anterior or in some other 
quadrant. 

The finger is now inserted slowly with the pulp initially directed to a 
lateral quadrant. The lubricant used for this manoeuvre is important. 
‘Vaseline’ is very sticky and a water-soluble jelly (such as ‘K-Y’) is much to 
be preferred. If a fissure is present, an anesthetic jelly is inserted through 
a nozzle which may later be boiled, or by means of a wisp of cotton-wool on 
an orange stick. This will enable the examination to be made painlessly. 
The anal canal, ano-rectal ring and lower rectum are palpated, the finger 
being rotated through 360° so that all areas are felt. The normal landmarks, 
cervix and prostate are consciously outlined. If this is done they will never be 
mistaken for an abnormal mass. A probe may be inserted into any sinus and 
its relation to the ano-rectum noted. Not all fistulous openings, however, 
have a direct communication. 

Before the finger is withdrawn a bimanual examination, with the left hand 
on the hypogastrium, is made. On withdrawal, the tip of the finger is 
examined for blood, pus or mucus. 

Next, the examining proctoscope is inserted. It is first aimed towards the 
umbilicus and then angled backwards (i.e. the handle of the obturator 
swings towards the perineum), as the instrument enters the rectum proper. 
The obturator is withdrawn and the mucosa of the rectum viewed. The 
instrument is then slowly removed and, as the pink colour of the rectal 
mucosa deepens, the patient is asked to strain as at stool. Internal piles 
will then protrude into the lumen, mainly in the primary sites, left lateral, 
and right anterior and posterior. Protrusion within the canal alone is a sign 
of first degree piles, suitable for injection submucously at their upper poles 
with 5 per cent. phenol in vegetable oil. Internal piles which prolapse 
externally when the proctoscope is withdrawn, signify more advanced piles, 
which may require operation. If they return of their own accord and show 
no squamous metaplasia, they are of second degree, but if they continue to 
protrude or show metaplasia, they are of third degree and operation is 
certainly required. 

Theoretically, no rectal examination can be considered complete unless an 
adequate sigmoidoscopy is carried out. This does not need an anzsthetic or 
bowel preparation. Indeed, an enema will mask tell-tale mucus excess. In 
practice, however, no rectal diagnosis can be reached without a digital and 
proctoscopic examination. The treatment of most minor ano-rectal condi- 
tions is quite within the scope of every general practitioner. 


CONCLUSION 
By these simple measures much suffering can be relieved and time spent in 
hospital outpatient departments saved. 
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ASPIRIN, PHENYLBUTAZONE OR HORMONES IN THE 
TREATMENT OF RHEUMATOID ARTHRITIS 


EVEN the greatest authorities may disagree on the place of the newer thera- 
peutic agents in the treatment of rheumatoid arthritis, but it is better that 
they disagree until they are sure they are right. It would, I think, be 
agreed by all that the first basic treatment of rheumatoid arthritis is rest 
and relief from stresses, using the help of the social services, some form of 
analgesic compound and possibly then gold. 


GOLD 
The value of gold is still in debate, but it is the only treatment, except 
aspirin, that has stood the test of time and if it has no value this would 
be extraordinary, especially as it has its toxic disadvantages. In Scandi- 
navia it is used intravenously, but elsewhere intramuscularly. Where 
benefit is obtained, there is a good case for continuing for a year or more 
with maintenance dosage every few weeks. One thing, however, stands out 
in conversation with those who believe in its value and that is that dosage 
must be individualized. Its order of precedence is that it follows the general 
treatment of the patient outlined above, except in hyperacute cases going 
very rapidly downhill, when steroids may be utilized at the same time. 
Steroids are also of value in controlling a skin reaction when it occurs; a 
mild joint reaction is valuable, but urinary examination must still be 
carefully ‘observed’. 


ASPIRIN 

If well tolerated, some form of aspirin is the best analgesic, but about 
25 per cent. of patients will not tolerate it: at all events, in sufficient dosage 
to relieve pain. Intolerance may be in the form of true hypersensitivity, 
salicylism or gastric irritation. Hypersensitivity may consist of broncho- 
spasm, oedema or a rash, but it is rare, having been seen twice in our last 
500 treated cases. Sometimes desensitization may be produced by using 
large doses of steroid, but the latter must be continued for some six to 
twelve weeks and then gradually be reduced and withdrawn, while the 
aspirin is continued. Premature reduction of the steroid results in a return 
of sensitivity, as has been shown in the use of cortisone with streptomycin 
and PAS in tuberculosis. We have used 200 to 300 mg. of cortisone for the 
first week and then 100 to 150 mg., very gradually reducing this dosage 
during the next two months. Without this procedure, enpatn in any dose 
and any form must be abandoned. 

Salicylism, with tinnitus, depression and its other manifestations, may 
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be troublesome, but usually decreases. It is gastric irritation, however, that 
is the main reason for its discontinuation. Soluble aspirin (‘disprin’, 
‘solprin’) or an aspirin glycine mixture (‘paynocil’) or their combined use 
with antacid mixtures, may sometimes, however, be administered without 
these ill-effects. Out of 45 of 178 patients who did not tolerate aspirin, 
37 (82 per cent.) were comfortable with one of these preparations, 17 pre- 
ferring the glycine compound and 14 the soluble citrate. 

Aspirin, however, is not without some real risks and we have recently 
seen two cases of hematemesis in patients without previous history of 
peptic ulceration, and the stools of 10 out of 59 patients without symptoms 
showed occult blood when they were examined. In six of these, the stools 
became negative on changing the analgesic to pethidine. 


PHENYLBUTAZONE 
When aspirin has failed, phenylbutazone (‘butazolidin’) may be tried. It 
may be looked upon as a quixotic alternative to aspirin—it may work 
miraculously, either for a prolonged period or temporarily only, it may have 
no effect, or it may be highly toxic. 

Apart from salt retention, gastric irritation and reduction of bleeding 
time, allergic rashes or agranulocytosis may result. Recovery is the rule if 
diagnosed early, and treatment with antibiotics and, if necessary, transfusion 
and corticotrophin is carried out, but no reliance can be placed on white 
cell counts, unless by marrow puncture, in the early days. A tentative diag- 
nosis of agranulocytosis has been made entirely on clinical grounds with a 
white count of 12,000 per c.mm. and subsequent repeated counts showed 
a gradual drop to complete agranulocytosis and later recovery. The phenyl- 
butazone was at once stopped, penicillin started, and later a transfusion 
and corticotrophin were given. The rheumatoid arthritis went into com- 
plete remission lasting for a year. The rule for phenylbutazone therefore is 
to give it a trial if there is no history of allergy or peptic ulceration, provided 
the patient is under proper observation or is intelligent enough to report 
ill-effects at once. If improvement is not very marked within a week it is 
discontinued. 


STEROIDS 
When hormones are under consideration, corticotrophin has big advantages 
if it is hoped or anticipated that a short course of treatment may ‘change 
the tide’—where some temporary stress factor has started up the disease 
or an exacerbation. It is also often helpful in the senile anarthritic type, in 
which fatigue has often initiated the syndrome. The adrenals hypertrophy, 
and tailing off the injections very gradually will sometimes leave the patient 
in remission. For long-term treatment, however, there are the disadvan- 
tages of daily injections, risks of sensitization and difficulties in dose 
regulation because of variability of clinical potency. On the other hand, in 
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30 patients who were steadily deteriorating in spite of every type of known 
treatment, 80 per cent. were improved directly and 40 per cent. six months 
after discontinuing their course of injections. 

When prolonged treatment is thought desirable, steroids by mouth 
are best. In controlled series, in which unselected cases are placed alterna- 
tively on aspirin or cortisone, little difference in the end-result has been 
found, but in specially selected cases doing badly on aspirin, steroids may 
prove the answer to the problem. They are particularly indicated when a 
small dose makes a large difference to the patient's social life: similar cases 
react very differently to small dosage and seldom should more than 75 mg. 
of cortisone a day be used. When a small improvement makes the difference 
between working or not, or between being bed-bound with a relative at 
home to look after the patient, and being able to pull herself around with 
the aid of the furniture, there is again a strong social indication for steroid 
therapy. No effort should be made to obtain 100 per cent. relief from 
symptoms, and a clear line should be drawn between pain from active 
inflammation and pain on movement from structural changes, better and 
more safely relieved by the addition of a little aspirin. 

When steroid therapy is indicated, the delta compounds—prednisone 
and prednisolone—are probably better than cortisone, if given in one-fifth 
the dosage. At this level the therapeutic value is about the same, there is 
no water retention and in reasonable dosage they can be given even in 
severe cardiac failure; the hypertensive effect is less and the patient usually 
‘feels’ better. The gastric irritation effect is almost identical and the bad 
name these compounds have from this point of view is because they are 
often used in too large a dosage. Overdosage can be a real danger as, without 
the water retention, there is often less obvious evidence of trouble before 
the more serious hamatemesis or melzna is manifest. 

Prednisone and prednisolone have clinically the same effect, but unfor- 
tunately each is marketed under many names, adding some confusion to the 
uninitiated. Many compounds containing largely aspirin and a little delta 
steroid are also appearing, but it is much better and cheaper to use the 
steroids and aspirin as separate tablets and adjust the dosage of com- 
bination for the particular patient. 


SUMMARY 

The less irritative aspirin compounds are first choice and phenylbutazone 

is worth a short trial if proper supervision is available. Corticotrophin is of 

considerable value in emergency and when aspirin and general treatment 

have failed, and for short-term treatment. The delta steroids are best for 

long-term treatment, provided the dose is low and a careful look-out is 
kept for gastric complications. 

G. D. KERSLEY, T.D., D.L., M.D., F.R.C.P. 

Physician, Royal National Hospital for Rheumatic Diseases, Bath. 











THE PRACTITIONER 


AMNESIA 
Tue dictionary defines amnesia simply as ‘loss of memory’. We recall the 
awful occasion when an important name escaped us at the moment of intro- 
duction, or the precious article carefully put away—and lost for weeks. In 
his ‘Psychopathology of Everyday Life’ Freud has convincingly shown how 
many such instances are purposive—we often forget because we want to. 
In terms of the consulting room, however, we immediately encounter the 
paradox that the patient who complains of loss of memory is rarely suffering 
from what we would dignify with the label of amnesia. He is usually a 
hypochondriacal psychoneurotic, whose loss of memory is nothing more 
than inattention due to an egocentric preoccupation with his chimerical 
anxieties or his somatic serisations. Such failure of memory rarely has any 
practical result. The patient with medically significant amnesia does not 
often volunteer it as a presenting symptom. 


ORGANIC BRAIN DISEASE 

The amnesia of organic brain disease—whether this be arteriopathy, cerebral 
tumour, neurosyphilis or a pre-senile or simple senile dementia—is patchy 
and affects chiefly memory for recent events. Its paradigm is the senile 
dement who will recount the events of his early life with little provocation 
and infinitely circumstantial detail, but who cannot recall what he has just 
had for breakfast. In some instances a degree of insight into the disability 
is preserved, and many a patient with early cerebral arteriosclerosis carries 
a notebook to compensate for his failing memory. Some patients disguise 
their amnesic disability by confabulation. The classic instance is, of course, 
Korsakow’s polyneuritic psychosis, where a patient confined to bed for 
weeks describes in enthusiastic detail yesterday’s visit to the races. This 
reaction is not limited to alcoholic psychoses, being occasionally encoun- 
tered in subacute cerebral damage of other types. 


HEAD INJURY ° 
Two forms of amnesia occur in association with head injury. The brief gap 
in recollection for the moments immediately preceding the injury is known 
as retrograde amnesia. It is of little clinical importance, but of some medico- 
legal significance, rendering the victim a poor witness as to the circum- 
stances of his injury. A prolonged retrograde amnesia always raises the 
suspicion of hysteria. It is, of course, true that a bullet may pass through a 
patient’s brain without even momentarily impairing consciousness, and that 
the same occasionally occurs in brain damage due to compound fracture of 
the skull. The commonest type of cranial trauma, however, is the closed 
head injury, with or without skull fracture, and in such instances the dura- 
tion of post-traumatic amnesia (P.T.A.) is a fair index of the severity of 
cerebral damage. The duration of P.T.A. is usually longer than that of 
‘unconsciousness’ recorded in the hospital notes: there may be a consider- 
able period during which the patient appears conscious and his behaviour 
superficially normal, but for which he is subsequently amnesic. The youth 
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who finishes his game of fooball after a blow on the head, occasionally being 
observed to kick the wrong way, before becoming frankly unconscious, is 
another example of such automatic behaviour during an amnesic episode. 
Furthermore, the P.T.A. may be punctuated by brief ‘islets of memory’, 
perhaps under the strong stimulus of a visit from his family, which may 
briefly recall the patient to contact with his surroundings. It is usual there- 
fore to measure the P.T.A. from the moment of injury to the restoration of 
continuous awareness, and this period, varying as it does from a few seconds 
to many weeks, is a useful index of the severity of brain injury and an 
important factor in forecasting the probable severity of sequele. 


EPILEPSY 

In general, it may be said that subsequent amnesia for the episode is a 
cardinal feature of epilepsy. It is true there are few types of epileptic attack 
(e.g. simple focal Jacksonian fits) in which consciousness may not be even 
transiently clouded, but in most epileptic episodes impairment of con- 
sciousness is accompanied by amnesia for the attack. This applies equally 
to the man who suddenly finds himself undressing in the stalls of a theatre 
during automatism following a brief episode of petit mal, and to the 
adolescent who awakens in the morning with a wet bed and a bitten tongue 
as the only evidence of a major nocturnal fit. On the other hand, the patient 
with a hysterical fit will practically always admit that, whilst she was unable 
to speak or to move during her attack, she was throughout really quite 
aware of all that was being done and said around her. 


THE HYSTERICAL AMNESIC FUGUE 

The amnesic syndrome which attracts most public attention is, of course, 
the hysterical amnesic fugue. Under conditions such as bombardment, 
fugues may occur in relatively stable subjects exposed to catastrophic 
stress. In ordinary circumstances, however, they usually represent the 
transparent escape of a hysterically predisposed subject from a threatening 
situation—the clerk whose embezzlements are on the verge of disclosure, 
the soldier reluctant to embark for overseas service, or the clergyman on 
the eve of his marriage. Not only does he dissociate himself mentally from 
his conflict by professing total amnesia, but he removes himself physically 
from its scene by wandering away from the neighbourhood. The borderline 
between such gross hysteria and frank malingering is difficult to define, but 
the latter is rarely encountered except in the psychopathic subject of criminal 
or near-criminal type. The patients are few who cannot skirt conscious 
simulation by the convenient development of a ‘genuine’ hysterical dis- 
ability. 

The hysterical fugue causes more lay than medical concern. Most such 
patients arrive in hospital, and it is a matter of convenience whether he is 
allowed to emerge from his amnesia spontaneously, or whether advantage 
is taken of a thiopentone-induced confusional state to recall him more 
abruptly to reality. It must be admitted, however, that this dramatic demon- 
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stration of environmental stress and personal instability often absolves the 
amnesic patient from retribution which would have befallen one too honest 
to accept such a questionable escape from his predicament. 


HENRY MILLER, M.D., F.R.C.P. 


Physician in Neurology, The Royal Victoria Infirmary, 


Newcastle upon Tyne. 





NOTES AND QUERIES 


Treatment of Car Sickness 
Query.—I would appreciate help in my own 
family problem. One of my boys, aged 7 years, 
has been car sick since the age of four months. 
He travels well for 10 to 15 miles and then in- 
variably becomes sick by 20 to 30 miles. By 
driving sedately one can delay the onset but not 
prevent it. He is as likely to be sick on an 
empty stomach as he is after a meal. On a long 
journey he is sick off and on throughout the 
journey and unable to take food until the 
following day. 

I have tried various antihistamines with little 
or no success—‘dramamine’ appears to help at 
first in a 100-mg. dose half to one hour before 
the journey, but not now. I have not used 
hyoscine as this would make him sleepy and he 
usually wakes up being sick if he falls asleep. 


Rep.ty.—Many children who suffer from car 
sickness do so because they have heard grown- 
ups referring to the possibility and therefore 
they enter a car in fear. It is also true that a 
child hitherto unaffected might become nau- 
seated and sick if another child in the car com- 
plains of the motion. 

In the case of this boy, however, the condition 
appears well established and since his response 
to antihistamines such as ‘dramamine’ has been 
poor, it is probably better to return to more 
simple general methods of treatment. Sitting in 
the front seat undoubtedly reduces the effect of 
motion and a bar on the dashboard to which the 
child can cling has also a steadying influence. 
Best of all, open windows providing a blast of 
fresh air and careful steady driving, especially 
in the modern softly sprung cars, will be the best 
preventive. 

The use of a chain dangling from the chassis 
to within an inch of the ground has its advocates ; 
by intermittently touching the ground this is 
supposed to extract static electricity, but it is 
difficult to find a scientific basis for this as a 
prevention of car sickness. Its psychological 
effect, however, may be great and it is a simple 
matter to sell this cure to a sufferer. 

A. A. H. GAILEyY, M.D., M.R.C.P.ED., D.C.H. 


Treatment of Yaws 

Query (from a reader in the New Hebrides),— 
As I find very little in textbooks on the treat- 
ment of bony yaws during the acute stage, | 
would be grateful for expert advice on the treat- 
ment of pain associated with peri-articular and 
bony yaws. Does potassium iodide have any 
place in the modern treatment of this condition? 


Rep_y.—Demonstrable pathological changes in 
bone do not occur in the primary or initial 
stage of yaws, but joint pains which are part of 
a general constitutional disturbance are com- 
mon during the period of incubation. The 
early bone lesions appear in the secondary 
generalized stage of the disease. These lesions 
consist of periostitis, osteitis and epiphysitis of 
long bones, and they are usually multiple. The 
tibia, radius, ulna, clavicle and finger bones 
(polydactylitis) are most commonly involved. 
The whole shaft of the bone is affected, and an 
x-ray shows generalized periosteal formation of 
new bone on the outside, with rarefaction of the 
medulla. These lesions are painful and tender 
but do not ulcerate. Eventually, dense new 
periosteal bone remains, with varying degrees of 
permanent deformity. 

The late, tertiary bone lesions are quite 
different. Often no history of a secondary stage 
is given. These lesions are essentially destruc- 
tive and the overlying skin is often ulcerated, 
as in a syphilitic gumma. Healing results in 
much fibrosis, and repeated breakdowns of the 
scar tissue are common. Usually only one or 
two bones are affected, and only part of the bone 
is involved. On x-ray examination cyst-like 
spaces may be seen in the medulla, and localized 
periosteal thickening in the adjacent cortex. 
Chronic secondary osteomyelitis develops when 
ulceration of the skin has occurred. Pain, if 
present, is often due to involvement of other 
structures such as nerves or tendons. A special 
example of this destructive process is gangosa, 
in which the maxilla and the palate are slowly 
eroded. Juxta-articular nodes are now generally 
accepted as being due to late yaws. They are 
rarely painful and rarely ulcerate, but if giving 
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trouble they should be excised. In Africa and 
Central America they must be differentiated 
from the nodules found in onchocerciasis. 

For the treatment of yaws much better drugs 
than potassium iodide are now available. Peni- 
cillin aluminium monostearate (PAM) is the 
best, on the grounds of cheapness, safety, 
efficacy and economy of medical manpower. 
The World Health Organization has recently 
emphasized that only those brands which are 
known to be reliable should be used. A total of 
1.2 mega units, given in one or two injections, 
has a dramatic effect on the early lesions. A 
deformity already present, however, will partly 
persist. Other antisyphilitic drugs, such as neo- 
arsphenamine and bismuth, are effective but 
take longer to administer and are more toxic. 
The tetracycline antibiotics are also effective, 
but too expensive and too dangerous for 
routine use. 

In the case of the late bony lesions much 
bigger doses of PAM, such as 1.2 mega units 
daily for one week, are needed. The course may 
have to be repeated later. A secondarily infected 
ulcer must also be treated with rest, local 
cleansing and dressings, and an adequate diet 
to help healing. Skin grafting or other plastic 
surgical measures may be indicated eventually. 

F. D. SCHOFIELD, M.B., M.R.C.P., D.T.M. & H. 


Simple Hirsutism 

Query.—One of my patients, aged 34 and the 
mother of six children, has suffered from hir- 
sutism since puberty. The growth of hair was 
sparse at first but has gradually increased and 
is now causing her a great deal of embarrass- 
ment. She is otherwise a normal, healthy woman. 
Menstruation is regular and her voice is normal. 
Will hormone therapy help in this case? If so, 
I should be grateful for details of treatment. 
Rep_ty.—From the evidence this seems to be a 
case of simple hirsutism. There is no evidence 
of virilism. Menstrual cycles appear to be 
regular. No mention is made of acne, a masculine 
physique or enlargement of the clitoris. 

Simple hirsutism is probably an endocrine 
disorder, although there are undoubtedly cases 
in which there is a marked constitutional, 
familial or racial element. In such cases the pilo- 
sebaceous system—the target organ of the fac- 
tors controlling body hair growth—is unduly 
responsive and excessive growth of body hair 
results from normal concentrations of the hor- 
mones produced by the adrenal glands, and even 
possibly by the ovaries. 

Unfortunately, at the moment, there is no 
endocrine therapy which is effective in these 
cases. There is some evidence that the pattern 
of excretion of the hormones which control body 
hair growth—the 17-ketosteroids—is abnormal 


103 


in these cases. Possibly the hirsutizing factor is 
an abnormal metabolite of the adrenal or ovarian 
androgens. If it is, and if it could be identified, 
the next step would be to find some means of 
suppressing its production. Neither the identi- 
fication of the possible abnormal metabolite, nor 
the means of suppressing it, has yet been dis- 
covered. At the moment therefore there is no 
rational endocrine therapy for simple hirsutism. 
Bleaching, wax depilatories, electrolysis or 
shaving are the well-recognized forms of treat- 
ment for the local removal of the excessive hair. 

PeTerR BISHOP, D.M., F.R.C.P. 


The Xanthoproteic Reaction 


Query (from a reader in France).—What is the 
significance of the xanthoproteic reaction in 
organic substances, and what is its clinical 
interpretation? 

Rep_y.—The xanthoproteic reaction is the name 
given to the development of a yellow colour 
when phenolic substances are heated with strong 
nitric acid. The reaction is used as a test for 
proteins, and has also been applied to the 
protein-free filtrate of blood. This latter test 
was said to be positive, particularly in uremia, 
but is now rarely used. 

Proresscr N. F. MACLAGAN, M.D., D.SC., F.R.C.P. 


Aching Pain in the Legs 
Query.—What is the cause of a severe aching 
in both legs, extending from the top of each 
thigh down to the lower third of the leg and 
mainly situated posteriorly and worse behind 
the knee? This symptom has now persisted for 
several weeks in a nulliparous woman, aged 
40 years, who has mitral stenosis and aortic 
regurgitation which appear to be well com- 
pensated in every other respect. 

The aching is worse after being seated and 
even more so on awaking in the morning. It is 
relieved by exercise but aggravated to some 
extent by standing. There is no obvious sign 
of any joint lesion. There are a few superficial 
varicose veins including the spidery type of 
vein behind the thighs and knees. The patient 
had an appendicectomy for a gangrenous 
appendicitis two years ago when no obvious 
pelvic lesion was discovered. 

Rep.ty.—From the history and physical findings 
as given it is not possible to make a diagnosis 
in this case. Patients with heart disease causing 
a marked reduction in cardiac output do some- 
times complain of weakness or pain in their legs, 
but this occurs on exertion and not, as in this 
patient, after a night’s rest. If the condition is 
in any way related to the valvular lesions, the 
possibility of subacute bacterial endocarditis 
should be excluded because muscle pain due to 
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minute septic emboli is a not unusual early man:- 
festation. Examination for low-grade pyrexia, 
splenomegaly, anzmia and Osler’s nodes in the 
finger tips is therefore necessary. Other possible 
causes unrelated to the cardiac condition include 
neurological diseases (e.g. tumours of the lower 
part of the spinal cord, arachnoiditis, dis- 
seminated sclerosis), diseases involving the 
muscles (such as myxcedema or trichiniasis, 
cysticercosis and other helminthic infections), 
and diseases of the bone (such as osteomalacia, 
although this is usually more painful on exertion 
or jolting). The possibility of psychogenic 
causes must also be considered, but not enough 
information about the patient as a person is 
given tn permit any assessment of this factor. 
R. I. S. BayLiss, M.D., F.R.C.P. 


Vasotomy and Procreation 
Query.—A patient was recently sent to my 
clinic who had been sterilized by tying the vasa 
deferentia in 1949. Before that date, his wife had 
five children. In 1956 she gave birth to another 
child and ‘accused’ her husband of being the 
father. He is bringing divorce proceedings 
against her on the grounds of her adultery, and 
the results of the sperm tests will be an important 
part of the evidence. There was complete azoo- 
spermia on three occasions over a period of eight 
months. 

As I may be called as a witness, I should be 
grateful for any advice you could give me. 


Rep_y.—It is not stated when the sperm tests 
were performed but I am assuming that the last 
was carried out eight months after the vasotomy. 
The plea may be brought that the potency of the 
vasa has been re-established since the last test, 
and this is possible. | have known it to happen 
and for that reason I now remove a small length 
of the vas when I carry out vasotomy so that the 
severed ends are no longer in contact. The 
husband should therefore submit another sample 
of semen for examination. Should this be devoid 
of sperms, his case will be greatly strengthened. 

KENNETH WALKER, F.R.C.S. 


ee Humus as Garden 


Fertilizer 

Query.—Is it safe to accept the assurances of 
sewage-plant managers that their humus-like 
end-product is safe as a gardening manure? I 
have particularly in mind the danger of polio- 
myelitis or other viruses being still present in 
the food grown thereon. 


Repty.—There would seem inevitably to be 
some degree of risk attaching to the employment 
of a humus-like product made from human ex- 
crement as a fertilizer, although in this country 
the danger would seem to be small. Much 


would depend upon the manner of its use and 
the opportunities that might arise for the con- 
tamination of garden produce likely to be em- 
ployed in an uncooked form, as in salads. 

Food-poisoning bacteria of the salmonella 
group may sometimes escape destruction in the 
processing of such fertilizers but, although polio- 
myelitis virus has often been recovered from 
crude city sewage effluents, it seems doubtful 
whether it would survive the full treatment of 
the humus-like material sold. Certain hel- 
minthic ova are more resistant, but because of 
the low incidence of infestations in this country, 
this danger is likely to be small. 

It is difficult to provide a categorical answer 
to this query, as much of the relevant material— 
more especially as regards the survival of viruses 
—is still under investigation. But, used with 
discretion, for crops other than kitchen garden 
produce, the danger would seem to be small. 

Proressor G. PAYLING WRIGHT, D.M., F.R.C.P. 


Mercurial Inunction in 
Neurosyphilis 

Query.—In his article on the treatment of 
neurosyphilis (The Practitioner, 1956, 176, 145), 
Dr. Martin recommends using mercury by in- 
unction. I understood that this method of treat- 
ment had fallen into disrepute because cf its 
toxic effects. How does it compare in efficacy and 
toxicity with, say, bismuth? 
Rep_y.—Treatment by mercurial inunction is 
hundreds of years old. I am not aware that it 
has fallen into disrepute, but it is rarely used 
now because it is troublesome and messy, and 
it has been almost completely superseded by 
easier methods of treatment. Its toxic effects 
were chiefly on the gums, and those who used 
the treatment had long been accustomed to 
counteract them by appropriate measures; there 
has recently been a suggestion that it may have 
had a toxic effect on the kidneys, but it is 
remarkable that this was not observed at a time 
when the treatment was very widely used. 
Inunction of mercury is, in my opinion, far 


more efficacious in neurosyphilis than treatment ~ 


with bismuth, though the latter may be less 
toxic. 
J. PuRDON MartTIN, M.D., F.R.C.P. 


Motion Sickness 


SQUADRON LEADER W. R. Bucuan, R.C.A.F., 
writes:—I should like to add a note to your 
article on “The Prevention and Treatment of 
Motion Sickness’ (p. 626). Research at the 
Institute of Aviation Medicine at Toronto, b: 
Dr. W. H. Johnson, has proved that a principal 
etiological factor in causing motion sickness is 
the movement of the head on the shoulders. As 
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a proof of this, motion sickness in paratroopers 
was reduced 60% by strapping their heads to the 
back of the seat. 

Accordingly, Dr. Bergin’s advice to the 
passenger to sit with his ‘head back on the head 
rest’ is the closest equivalent to strapping the 
head to the head rest and will prove a very 
efficacious method of preventing sickness. 


PRACTIC 


Treatment of Acute Hepatitis 


As ‘acute hepatitis has a natural tendency 
towards complete recovery’, ‘in the absence of 
any specific antiviral remedy, treatment is mainly 
symptomatic, though aimed at shortening the 
clinical course’, according to J. F. Stokes and 
M. L. Rosenheim (British Medical Bulletin, 
May 1957, 13, 142). In order to reduce the 
chances of relapse, rest is continued after the 
acute symptoms have subsided. ‘Orthodox treat- 
ment demands rest in bed until appetite has 
returned, the liver is no longer tender, the 
morning urine is free of urobilin, and serum 
bilirubin is less than 1.5 mg. per 100 mil.’. 
A high-protein diet should be given as soon as 
the patient’s appetite permits, but there is no 
known advantage in increasing the daily intake 
of protein beyond 100 g. There is no need for 
amino-acid supplements at any time, choline is 
‘unnecessary and unpleasant to take’, and 
methionine is ‘potentially dangerous’. The 
carbohydrate intake ‘can be varied within wide 
limits without influencing the progress of the 
disease’ and the amount of fat ‘may be dictated 
by the fancy of the patient’. Intramuscular in- 
jection of menaphthone esters such as ‘syn- 
kavit’, or intravenous injection of vitamin K 
oxide, daily, is required if the prothrombin 
concentration falls. Nausea ‘may require “‘avo- 
mine” ’, dyspepsia ‘may require magnesium 
trisilicate’, and constipation should be avoided 
by magnesium sulphate, which ‘has some action 
as a cholagogue’. Whilst depression in acute 
hepatitis may be extreme, ‘attempts to relieve it 
by using chlorpromazine are unwise’. The 
authors ‘believe that cortisone has no place in 
the treatment of uncomplicated acute hepatitis’. 


Chemotherapy in Tuberculosis of 
the Hip 


THE value of chemotherapy in the treatment of 
tuberculosis of the hip in children is emphasized 
by F. Harwood Stevenson, J. A. Cholmeley, 
and H. I. Jory (Tubercle, June 1957, 38, 164). 
Of 18 children with intra-articular disease, 
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Agar as a Laxative 


Mr. D. Davis, F.P.s., writes: With reference to 
Dr. James Ronald’s comments and those of your 
correspondent on agar emulsions, I should like 
to point out that emulsion of liquid paraffin 
with agar B.P.C. 1949 can still be prescribed 
and is available. 


AL NOTES 


treated for the first time conservatively with 
chemotherapy, nine retained a full range of 
movement, one almost full, one 100° flexion, 
and one 30° flexion. Only six proceeded to 
fibrous ankylosis. This compares most favour- 
ably with a series of 39 such children treated 
before the advent of chemotherapy, of whom 
only three retained a small degree of flexion, the 
rest proceeding to fibrous ankylosis or operative 
arthrodesis. The failures in these cases of intra- 
articular disease treated with chemotherapy 
superimposed upon routine conservative treat- 
ment are attributed to delay in the starting of 
chemotherapy, too short conservative treatment, 
failure to drain associated extra-articular disease, 
and traumatic reactivation. The duration of con- 
servative treatment in these cases was five to 
twenty-three months, with an average of just 
over twelve months. This is half the average 
time for such cases before chemotherapy became 
available. Of six patients with extra-articular 
disease, four retained full movement, one 120° 
flexion and one go° flexion. The average length 
of conservative treatment in these cases was 
seven months—one-third of that required in the 
pre-chemotherapy era. It is pointed out that 
many of the children in the early days received 
only one drug for three months—now recog- 
nized to be inadequate therapy. All patients are 
now given at least six months’ triple drug treat- 
ment, and occasionally nine months. 


Chlortetracycline in Scabies 
CHLORTETRACYCLINE is recommended by 
Captain R. Bruce, R.A.M.C. (Journal of the 
Royal Army Medical Corps, April 1957, 103, 94), 
for the treatment of scabies. A 1% chlortetra- 
cycline cream in a soft wax base is applied to 
the affected areas twice daily for three to five 
days. The formula of the cream is:— 

Chlortetracycline 1.0 g. (4 capsules) 

Lanette wax 1.5 g.- 

Arachis oil 20.0 g. 

Soft paraffin 20.0 g. 

Distilled water to 100.0 ml. 
The lanette wax and soft paraffin are melted together and 
30 ml. of distilled water are added—the mixture bei 
stirred until cold. The chlortetracycline is triturated wit! 


20 ml. of distilled water and then incorporated in the wax 
base (cold). Distilled water is then ad to 100 ml. 
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The cost of this cream is approximately 6s. 5d. 
for 4 ounces (110 g.): i.e. sufficient for the treat- 
ment of one case of impetigo of average severity. 
By the use of this cream the time for which a 
soldier is off duty on account of scabies has been 
reduced by more than one-half. 


Nitrofurantoin in Urinary 
Infections 


NITROFURANTOIN is ‘a potent and relatively 
innocuous drug for use in selected cases of 
urinary infection’, according to C. Edwards 
(Medical Journal of Australia, April 13, 1957, 
i, 503). This conclusion is based upon the 
findings in 23 patients with intractable, but not 
necessarily chronic, urinary infections which 
had failed to respond to sulphonamides and in 
which the causative organism was resistant to 
antibiotics in vitro. The incidence of organisms 
was: Proteus vulgaris in 14 cases, Staph. aureus 
hemolyticus in 8, Staph. albus in 1, Aerobacter 
aerogenes in 1, and E. coli in one. In 12 cases the 
urine was rendered sterile and remained so; in 
three the urine was microscopically sterile but 
was not cultured, and in eight the original in- 
fection persisted. On the other hand, ‘without 
exception, in every case there was some degree 
of clinical improvement during the administra- 
tion’ of the drug. Particularly notable was the 
fact that of the 14 patients with P. vulgaris 
infection, nine were cured. Apart from one 
patient who abandoned nitrofurantoin because 
of vomiting, no patient suffered any ill-effects 
which could be attributed to the drug. 


Steroids and Nephrosis 


SATISFACTORY results are reported by S. Dundon 
(Journal of the Irish Medical Association, May 
1957, 40, 135) from the use of corticotrophin in 
eight cases of the nephrotic syndrome in children 
treated during the last four years. Five of the 
children are clinically well, with normal urine 
and blood chemistry. One is clinically well, 
with normal blood chemistry but moderate 
proteinuria. One is clinically well, but is dwarfed, 
and has proteinuria and amino-aciduria. The 
eighth is active but shows remissions. The dosage 
of corticotrophin was 150 mg. per square metre 
of body surface daily. Response to treatment 
appears to depend to a certain extent upon 
adequate dosage over at least six days. It is con- 
sidered that in the future corticotrophin may be 
replaced by prednisolone in the treatment of 
this condition. Stress is laid upon the necessity 
for a full diet, high in protein and vitamin sup- 
plement, with no added salt. Antibiotic therapy 
is also important: ‘With any sign of infection 
such therapy should be immediately initiated 


and, when treating with steroids, it is essential 
that antibiotic therapy be given at the same time’. 
The recommended antibiotic is tetracycline, 
20 mg. per Ib. body weight (44 mg. per kg.) 
daily. ‘Apart from some trouble with water and 
salt retention, slight rise in blood pressure and 
one case of tetany’ no complications of steroid 
therapy w «re encountered in this series. 


Gall-Stone Intestinal Obstruction 


IN a review of 179 cases of intestinal obstruction 
by gall-stones, including 12 of their own cases, 
J. G. Brockis and M. C. Gilbert (British Journal 
of Surgery, March 1957, 44, 461) point out that 
the condition usually occurs in obese elderly 
women who have had either no previous gall- 
bladder trouble or admit to dyspepsia only after 
questioning. A history of jaundice is rare. The 
mortality is 33°%. In most cases the stone passes 
through a fistula between the gall-bladder and 
the intestine, usually a cholecysto-duodenal 
fistula. In about three-quarters of the cases the 
obstruction is in the ileum. Obstruction due to a 
gall-stone is characterized by a changing level of 
block, starting in the duodenum and upper 
jejunum and progressing at intervals—usually to 
the lower ileum. Thus, the onset of obstruction 
is heralded by frequent and bile-stained vomit- 
ing, followed by abdominal colic. There may 
then be a disappearance of symptoms as the 
stone moves down the intestine, to be followed 
by pain and vomiting when the stone finally 
becomes impacted in the ileum. In many cases 
these symptoms have been present for a week 
before the patient is sent into hospital—a delay 
which helps to explain the high mortality. 
Abdominal distension is a late sign. Absolute 
constipation is unusual. The attack may begin 
with diarrhoea; more commonly there is a 
history of a small motion being passed or of 
good results from repeated enemas. In the 
authors’ experience radiology is of little help in 
diagnosis. 


Chloroquine in Lupus 
Erythematosus 


Bot mepacrine and chloroquine are of value in 
the treatment of lupus erythematesus, but 
chloroquine is to be preferred to mepacrine 
because it produces fewer side-effects and is 
more effective, according to J. V. Christiansen 
(British Journal of Dermatology, May 1957, 69, 
157). He has compared the results in three 
groups of patients: 97 treated with mepacrine ; 
57 treated with chloroquine after previous treat- 
ment with mepacrine; 80 treated with chloro- 
quine alone. The initial dose in adults was 
250 mg. of chloroquine diphosphate (equal to 
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150 mg. of chloroquine base) daily. If this dose 
was tolerated for a few days, the dose was in- 
creased to 500 mg. of chloroquine diphosphate 
in men and large women, and to 750 mg. in 
very large men. Treatment was stopped either 
when the patient became symptom free, or when, 
in spite of prolonged treatment, the condition 
became stationary. An analysis of the results 
showed that there was ‘excellent improvement’ 
in 75% of those treated with chloroquine alone, 
51% of those treated with chloroquine following 
mepacrine, and 32% in those treated with 
mepacrine alone. Side-effects were less with 
chloroquine than with mepacrine. Thus, yellow 
discoloration of the skin was inevitable with 
mepacrine but never occurred with chloroquine. 
Severe generalized dermatitis occurred in 5°% of 
the patients receiving mepacrine but never in 
the chloroquine series. Nor was chloroquine 
followed by any disorder of sweating, such as 
occurred in 8% of the mepacrine series. Dys- 
pepsia was slightly more common, but less 
severe, after chloroquine than after mepacrine. 
Its incidence could be diminished by always 
giving the chloroquine after meals, and frac- 
tionating the daily dose. The incidence of 
relapses was approximately the same with both 
drugs—around 80%. 


Prednisolone and Cerebral Tumours 


PREDNISOLONE may produce temporary improve- 
ment of the neurological symptoms in patients 
with cerebral metastases from carcinoma of the 
breast, according to S. Kofman and his col- 
leagues (Journal of the American Medical 
Association, April 20, 1957, 163, 1473). The 
dosage of prednisolone was 50 mg. by mouth 
twice daily. If this dosage was not effective, it 
was increased up to 400 mg. daily. If oral 
administration was not feasible, hydrocortisone 
(100 to 800 mg. daily) or prednisolone (200 mg. 
daily) was given intravenously. Because of the 
risk of peptic ulceration, most patients were 
given a modified ulcer diet and antacids. Nine 
out of 15 patients showed definite improvement 
in their neurological symptoms. The improve- 
ment, which was sometimes dramatic, consisted 
of relief of headache, vomiting, mental con- 
fusion, convulsions, aphasia and dysarthria. As 
the disease progressed, larger doses of pred- 
nisolone were required. One patient in the series 
has continued to improve after fifteen months’ 
treatment. In no case had treatment to be dis- 
continued because of side-effects. It is suggested 
that this temporary ameliorative effect of pred- 
nisolone may be due to its anti-inflammatory 
action causing a reduction of cerebral cedema. 
Similar treatment was applied in seven patients 
with other types of cerebral tumour. In six of 
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these it produced some improvement, but in one 
only was it at all marked. 


Intrapleural Nitrogen Mustard 


INTRAPLEURAL nitrogen mustard (mustine) is 
often of value in controlling pleural effusions 
due to malignant pleural metastases. L. Taylor 
(American Yournal of Medical Sciences, May 
1957, 233, 538) claims that better results are 
obtained if the effusion is as completely drained 
as possible before the instillation of mustine. 
The distal 2 cm. of a 30-cm. length of poly- 
ethylene tubing (1.7 mm. in external diameter) 
is perforated on all sides with a pin, and is then 
sterilized in 1:1000 benzalkonium chloride. 
Thoracentesis is performed with a 13-gauge 
5-cm. needle, which is directed as far downwards 
as possible, and the catheter is threaded through 
the needle. An 18-gauge needle is inserted in the 
proximal end of the catheter and attached to 
rubber tubing to a suction bottle. With the fluid 
flowing freely, the 13-gauge needle is removed 
from the chest wall, leaving the catheter in place. 
If the fluid is not loculated, the pleural cavity 
will be drained within three to four hours. 
Mustine, usually 30 mg. in 30 ml. of normal 
saline, is then instilled. The catheter is cleared 
with air and then withdrawn. The patient is 
rotated frequently in bed, to obtain wide dis- 
tribution of the drug over the pleural surfaces. 


Cigarettes and Prematurity 


A HIGHER incidence of premature birth among 
mothers who smoked, than among those who 
did net smoke, is reported by W. J. Simpson 
(American Journal of Obstetrics and Gynecology, 
April 1957, 73, 808). His definition of a light 
smoker was one who smoked between one and 
ten cigarettes a day, whilst a heavy smoker was 
one who smoked more than ten cigarettes a day. 
Of the 7,499 women in the survey, 5,128 were 
non-smokers, 1,472 were light smokers, and 909 
were heavy smokers. These patients were 
delivered in three hospitals: two private 
hospitals and one county hospital. In all three 
hospitals the prematurity rates were higher 
among smokers than among non-smokers. In 
the two private hospitals the prematurity 
rates were 6.16%, and 5.21% among the non- 
smokers, and 12.13% and 10.50% among the 
smokers. The corresponding figures for the 
county hospital were 7.77% for non-smokers 
and 11.48%, for smokers. So far as the private 
hospitals are concerned the differences are 
statistically significant. The prematurity rate 
rose with the number of cigarettes smoked per 
day. 
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REVIEWS OF BOOKS 


The Principles and Art of Plastic Surgery. 
Two volumes. By Sir HaRoLpD GILLIEs, 
C.B.E., F.R.c.s., and D. RALPH MILLARD 
jx., M.D. London: Butterworth & Co. 
(Publishers) Ltd., 1957. Pp. xxi and 652. 
Illustrated. Price {12 10s. 

Tus book tells us all about plastic surgery. It 
also tells us all, or nearly all, about Harold 
Gillies. To say this may give the impression that 
the book is an egotistical monologue. It is any- 
thing but that. One of the most valuable things 
about it is its complete honesty, the way in 
which Gillies recounts his failures and how he 
corrected them, his mistakes and what he learned 
from them. One of the most attractive things 
about it is the way he gives credit, in full 
measure and running over, to everyone who has 
worked with him, for their help, for their sug- 
gestions, for their technical contributions, and 
for their successful cases. 

The book is a personal one, for Gillies is 
plastic surgery and plastic surgery is Gillies. 
No-one in history has a greater right to say 
‘l’état c’est moi’. In the golden quarter-century 
from 1890 to 1915 great surgeons were two a 
penny. In the quarter of a century that has 
elapsed since the end of that war only two 
surgeons can be classed among the really great, 
that is men who, besides being natural leaders, 
inspiring teachers and superb craftsmen, have 
found some territory of surgery as yet un- 
explored, have surveyed it, mapped it, laid roads 
through it, cultivated it, enrolled fellow- 
colonists, and finally established it as a fully 
developed dominion with its own laws and its 
own loyalties. These men are Harold Gillies 
and Russell Brock. But, whereas Brock is still a 
pioneer, working with his comrades, breathless 
and grim, in a realm which is not yet sufficiently 
subdued to hand over to others, Gillies has 
established a kingdom that he can survey from 
his Capital and see that it is good. He has handed 
over whole provinces to governors whom he has 
trained, and though he is from time to time 
concerned with small skirmishes at the frontiers, 
he has passed from the pioneer to the patriarch. 
His children rise up and call him blessed. 

To attempt to summarize this great work 
would be to dull the keen joy of savouring it 
that awaits every surgeon. Gillies recounts the 
rise and development of plastic surgery from 
the inside as Eneas recounted the siege and final 
fall of Troy to Dido: ‘queque ipse miserrima 
vidi, et quorum pars magna fui’. He takes every 
problem with which the plastic surgeon may be 
faced, and discusses the difficulties it may 


present, and the way they may be overcome, 
with a series of cases completely documented 
and beautifully illustrated. Not merely does he 
trace the development of plastic surgery, but he 
sees its future development, and discusses prob- 
lems that may arise and the way they may 
possibly be solved. The book is completely 
honest, and it is enlivened by a humorous style, 
by the humour of the battlefield, the golf links 
and the salmon river, by the jokes and leg pulls 
of a group of men dedicated to an ideal, by the 
wry humour of cockney boys condemned for 
years to an isolation imposed by mutilations 
that, till they have been corrected, have made 
them objects of horror to their fellows. 

The pictures are really excellent, so good that 
every detail in the text can be understood from 
them. There are photographs of each case at all 
stages of repair, with line diagrams showing the 
principles of transference used in that case. The 
complete trust and friendship that existed 
between Gillies and these unfortunate men and 
women is shown by the fact that very few of the 
patients have demanded that their photographs 
should be rendered unrecognizable. Here and 
there are humorous sketches, like that of the 
‘marsupial’ flap, with Gillies’ head sticking out 
of the pouch. The best picture is the last, a 
water colour sketch of a young soldier painted 
at the 52nd Field Dressing Station in Italy by 
Mervyn Suart. Above are the fair hair and blue 
eyes of a typical young “Tommy’, gazing out 
from sunburnt cheeks and forehead: below the 
nose is a mangled mass that brings a shudder of 
pity and horror. On the opposite page are colour 
photographs of the stages of reconstruction of 
the jaw and mouth, and finally one of Sergeant 
Tom Reynolds as he is today. 

The production of this book would make the 
reputation of any publisher. Butterworth have 
done nothing better. To sum up, this is a unique 
book, a book for all time. 


The Doctor, His Patient and the Illness. 
By Micuaet BALint, M.D. London: 
Pitman Medical Publications Ltd., 1957. 
Pp. vii and 355. Price 4os. 

TuIs important book describes the research 

seminars conducted at the Tavistock Clinic, and 

is mainly concerned with the fact that the doctor 
himself is the remedy—or drug—most com- 
monly prescribed in general practice. A dozen 
general practitioners, with one or two psy- 
chiatrists, met regularly once a week for two or 
three years, and discussed the doctor-patient 
relationship in a free give-and-take atmosphere, 











pai 
tro 
titi 
an 
sh 
inc 
cal 


the 


ity, 
cor 
an} 


ela 
bet 
anc 
thi: 











REVIEWS OF 


using as illustrations every-day cases from 
practice. 

There is a great gulf fixed between medical 
science as practised in hospital, and general 
practice as conducted in the doctor’s surgery. 
This ought not to be. Medical thinking is at 
present critically influenced by the fear of miss- 
ing some physical illness if attention is concen- 
trated on possible psychological causes, but 
there is a danger not only in missing a physical 
sign but also in finding one. It would be reason- 
able to consider body and mind simultaneously, 
rather than as at present separately and one 
after the other. In discussing general-practitioner 
psychotherapy, ‘How to Start’, ‘When to Stop’ 
and ‘What to Treat’, Dr. Balint is emphatic that 
the doctor must not be tempted to brush aside 
all physical symptoms and make a bee-line for 
what he thinks is the psychological root of the 
trouble. He must never forget that he is a 
family doctor and not an amateur psychiatrist. 
The best advice for the beginner and even for 
the advanced practitioner is ‘If in doubt, do not 
hurry, but listen’. Patients offer or propose 
various illnesses to the doctor. How should the 
doctor ‘respond’ to the patient’s ‘offers’ so as 
to avoid an undesirable outcome? Why does it 
happen that the drug, ‘doctor’, often does not 
work as intended, but gives rise to side-effects 
leading to unnecessary suffering and irritation? 
Every illness is a plea for love and affection. To 
say “There is nothing wrong’ is to reject the 
patient’s proposition. If the doctor asks questions 
in the manner of medical history-taking, he will 
always get answers—but hardly anything more. 
The ability to listen is a new skill, necessitating 
a considerable though limited change in the 
doctor’s personality. In spite of our almost 
pathetic lack of knowledge of the possible con- 
sequences of ‘reassurance’ and ‘advice’, these 
two are perhaps the most often used forms of 
medical treatment. ‘Never advise or reassure a 
patient before you have found out what the real 
trouble is’. The essence of the general-prac- 
titioner-patient relationship is its continuity and 
any treatment, particularly a successful one, 
should represent a further and considerable 
increase in the joint capital of what Dr. Balint 
calls the ‘mutual investment company’. 

Many fascinating topics are discussed, e.g. 
the child as the presenting symptom, the doctor’s 
apostolic function, and the collusion of anonym- 
ity, by which, many specialists having been 
consulted, vital decisions are taken without 
anybody feeling fully responsible for them. Most 
of us are aware, more or less, of the theses 
elaborated in this book, but we shall all be the 
better—general practitioners, medical specialists 
and psychiatrists alike—if we read and reread 
this admirably clear and fair account of what 
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can sometimes be achieved by sympathy, under- 
standing and the ability to listen. 


The Breasts and Breast Feeding. By 
HAROLD WALLER, M.B., B.CH., F.R.C.O.G. 
London: William Heinemann Medical 
Books Ltd., 1957. Pp. viii and 56. 
Figures 17. Price 7s. 6d. 

HAROLD WALLER’s work at the British Hospital 
for Mothers and Babies, Woolwich, made a 
great impression in obstetrical and pediatric 
circles. He demonstrated so convincingly that, 
with appropriate management, notably cultiva- 
tion of a favourable approach and’ intelligent 
care of the breasts in pregnancy and the puer- 
perium, most women can breast feed their babies 
without difficulty. Largely as a result of Waller’s 
example, antenatal breast clinics are now the 
rule in antenatal departments, and the wearing 
of breast shields for retracted nipples and the 
expression of colostrum to forestall excessive 
engorgement in the puerperium are standard 
practice in the last few months of pregnancy. 
He refused to share the current indifference to 
breast feeding and he amply justified his faith 
in nature and in mothers when wisely guided. 
The,impact of his personality and his contribu- 
tion to medicine will endure. Many will welcome 
this small book embodying his views on lactation 
and breast feeding based on such vast and 
successful experience. It is written in his own 
characteristically delightful style which is so 
practical and refreshing, and should be read by 
all concerned with infant feeding. 


Surgery of the Anus, Anal Canal, and 
Rectum. By E. S. R. HUGHES, M.D., M.S., 
F.R.C.S., F.R.A.C.S. Edinburgh: E. & S. 
Livingstone Ltd., 1957. Pp. xi and 304. 
Figures 275. Price 50s. 

Tuis is a really first-class book. Mr. Hughes is 

an Australian surgeon on the staff of the Royal 

Melbourne Hospital. He served his apprentice- 

ship in proctology at St. Mark’s Hospital. The 

frontispiece, a portrait of Cuthbert Dukes’ ‘the 

Bishop of St. Marks’, and a foreword by 

Naughton Morgan, show that he still retains 

his links with his Alma Mater. The book reflects 

the teaching and outlook of the world’s leading 
proctological institute, but the author has also 
made several important personal contributions, 
notably the use of immediate skin cover in the 
larger operations for fistula in ano, and a syn- 
chronous combined operation for the radical 
cure of prolapse of the rectum that involves an 
anatomical reconstruction of the pelvic floor by 
two surgeons working as a team. The first 
chapter on the surgical anatomy of the anal canal 
and rectum is possibly the best account of this 
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difficult and important region that can be found. 

The illustrations, for the most part drawn by 
the author, are admirably clear. The production 
is typical Livingstone: the highest praise that 
can be given to a medical publication. , 


General Urology. By Donatp R. SMITH, 
M.D. Los Altos, California: Lange 
Medical Publications, 1957. Pp. 328. 
Illustrated. Price $4.50. 

Tuis is a useful addition to the series on clinical 

specialties written essentially for the medical 

student and general practitioner. It is essential 
that the one should obtain a correct appreciation 
of the methods of diagnosis and treatments avail- 
able, and that the other should retain this 
information in an up-to-date form. With this 
end in view, the book is an excellent production. 
The importance of the examination of urine is 
rightly emphasized as also is that of excretion 
urography. The latter is interesting as it has 
been an impression that retrograde pyelography 
is still considered a more important investigation 
in certain clinics in the United States. The line 
drawings are all excellent, and are accurate from 
both anatomical and pathological aspects. Being 
numerous, they illustrate much that has been 
left out of the text. Many interesting poirfts are 
made. The section on drugs is particularly good. 

It is interesting to note the author’s summation 

of the methods of prostatectomy. It is perhaps a 

little biased as he himself is an excellent re- 

sectionist. He seems to be averse to perineal 
prostatectomy which is much more a British 
than an American attitude. 

Some of the x-ray reproductions do not show 
what the caption claims, and require too much 
display. Indeed, this is perhaps the only weak 
section in a book which can be well recommended 
for the groups for which it was written. 


The Doctor as a Witness. By JouN Evarts 
Tracy. Philadelphia and London: W. B. 
Saunders Co., 1957. Pp. xiv and 221. 
Price 30s. 

In the preface, the author, who is Emeritus 

Professor of Law, University of Michigan, says 

that the book is not intended as a textbook but 

an attempt to explain to the medical practitioner 
the various types of legal proceedings in which 
he may be called upon to give evidence. In this 
he understates himself, for not only does he do 
this, but he also shows how to do it, and the 
difficulties which may be encountered. Although 
dealing entirely with American Law, this does 
not detract from its value and interest to medical 
practitioners in this country, for the problems 
and principles are mostly the same, as can‘ be 
seen by chapter headings such as ‘Expert 
testimony’, ‘Direct examination of the doctor 
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witness’, ‘Cross-examination’, ‘Preparation for 
the trial’ and ‘What makes a good medica! 
witness’. The illustrations of questions and 
answers are excellent, and the common-sense 
approach a matter for congratulation. Finally, 
for those who feel, as many do, that the present 
system of expert witnesses leaves much to be 
desired, there is the following comment: “The 
principal reason for the breakdown of popular 
confidence in the reliability of expert testimony 
has been the distrust of the expert witness as a 
man whose testimony is shaped by his bias for 
the party by whom he is called. That bias is due, 
not only to the special fee that has been paid the 
witness, but also to prior consultation with the 
party, and his self commitment to a particular 
view’. The last chapter deals with proposed 
improvements in the law as to the use of expert 
medical testimony, and describes very well the 
New York Expert Testimony Project. 

This book is well worth study by any medical 
practitioner, provided he appreciates that there 
are some differences between English and 
American law and ethics. 


Medical Negligence. By Lorp NATHAN, 
P.c., with the collaboration of ANTHONY 
R. BARROWCLOUGH, B.A., Barrister-at- 
Law. London: Butterworth & Co. 
(Publishers) Ltd., 1957. Pp. xxxii and 
218. Price 35s. 


Lorp NATHAN is a solicitor and chairman of the 
Board of Governors of a London teaching hos- 
pital. In his preface he states that he has de- 
signed this book to give medical men (particu- 
larly junior hospital doctors) and _ hospital 
administrators an idea of their legal rights and 
obligations in the varying circumstances of the 
exercise of their profession. A tremendous 
amount of research into case law, including 
decisions of Commonwealth and American 
courts, has obviously been undertaken, as 
shown by the synopsis of contents and table of 
cases which are most comprehensive. Many 
doctors and lay readers will find the book 
heavy going, owing mainly to the florid, almost 
turgid, style of writing. On page after page 
there are redundant repetitions, often preceded 
by monotonous clichés such as ‘We have seen 

’ (p. 10), ‘We shall see later . . .’ (p. 12); 
T his, however, is a topic which it will be con- 
venient to examine at a later stage . . .’ (p. 12), 
and ‘Finally, by way of ineseduction, it should 
be noticed that .. .’ (p. 123). 


Nevertheless, this book will doubtless be- 
come a valuable legal textbook for students of 
the law relating to professional negligence, the 
personal and vicarious liability of hospital 
authorities for injuries sustained by patients 
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while under treatment (including such non- 
medical matters as deleterious food and defec- 
tive condition of premises), assault arising from 
want of valid consent to operation or other 
treatment, and other relevant subjects. For 
other readers there will at least emerge a clear 
understanding that the legal definition of pro- 
fessional negligence is failure to exercise reason- 
able care and reasonable skill and that what will 
be regarded as reasonable must always be 
judged on the particular facts and circum- 
stances of each individual case as adduced by 
the evidence. 


Principles of Epidemiology py IAN TayLor, 
M.D., M.R.C.P., D.P.H:, and JOHN KNOWEL- 
DEN, M.D., D.P.H. London: J. & A. 
Churchill Ltd., 1957. Pp. vii and 300. 
Figures 26. Price 30s. 

ALTHOUGH written ‘for students and prac- 
titioners’ this book will be of use mainly to 
those doing a diploma course in hygiene. Indeed 
the subject is treated almost entirely from a 
statistical, not a clinical, standpoint. Some of the 
later chapters dealing with host reaction and 
the influences of time, place and the family are 
likely to be of wider interest. Unfortunately, the 
authors make no distinction between the ‘serial 
interval’ which separates two or more cases of 
an infectious disease and the ‘incubation period’ 
of each case. The present death certificate does 
not, as the authors state, show the occupation of 
the deceased. 


The Psychology of Exceptional Children and 
Youth. Epirep BY WILLIAM M. CRrvIcK- 
SHANK, Px.D. London: Staples Press 
Ltd., 1956. Pp. xiii and 594. Figures 24. 
Price Sos. 

Tuts book, the work of ten American psycholo- 
gists and educationists, deals with the influence 
of physical and mental handicaps on the psy- 
chological and social adjustment of children and 
young people. In it are discussed the impact on 
the child of defects of vision and hearing, of 
speech difficulties, epilepsy, mental deficiency 
and various chronic medical and orthopedic 
disabilities. In addition, there are chapters on 
the psychology of gifted children and on psycho- 
therapy and play techniques with the exceptional 
child. 

That it is concerned more with outlining the 
problems and difficulties than with supplying 
the answers is inevitable in a field which, as the 
authors are at pains to point out, has been in- 
adequately explored. To the psychologist or 
teacher working with handicapped children this 
book should prove a stimulus, a guide to thought 
and a valuable source of original references. That 
it will also, as its publishers claim, make ‘an 
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excellent tool’ for the parents of handicapped 
children, the reviewer begs leave to doubt. Only 
an exceptional parent or one well grounded in 
psychology is likely to find it helpful. 


The Bright Countenance. By MAi\sie 
F.etcuer. London: Hodder & Stough- 
ton Ltd., 1957. Pp. 351. Illustrated, 
Price 255. 

Tue choice of Walter Fletcher as the first 

secretary of the Medical Research Committee, 

as it was then known, was a stroke of genius. 

The whole concept of such a Government- 

sponsored organization was alien to the tradition 

of intense individualism in British medicine, 
and the clinicians of the day were not slow to 
see in this brain-child of Lloyd George and his 
cohorts the thin edge of the wedge of State 
Medicine. The credit for tiding the Committee 
through those difficult early days and integrating 
it so smoothly into the main stream of British 
medicine is entirely due to Walter Fletcher. 
This ‘personal biography’, by Lady Fletcher, 
with its somewhat fey title, explains the secret 
of her husband’s success. There is little about 
his work, but it was Fletcher’s character and 
personality which were as important as his 
brilliant academic background in ensuring the 
success of what we now know as the Medical 

Research Council. He understood human nature 

and knew how to handle men—whether irate 

clinicians, importuning scientists, pompous poli- 
ticians, or nervous young men embarking upon 
their first research projects—as few scientists 
have ever done. To those who had the privilege 
of knowing Walter Morley Fletcher this book 
will revive vivid memories of the physiologist 
who was also a humanist, the administrator who 
never lost the human touch. 

NEW EDITIONS 

Treves’ Surgical Applied Anatomy, revised by 

Lambert Charles Rogers, V.R.D., M.D., M.SC., 

F.R.C.S., thirteenth edition (Cassell & Co. Ltd., 

30s.).—Treves was the great surgeon at the 

opening of the century. He wrote the first 
edition of this book in 1883, and, like Johnny 

Walker, it has been going strong ever since. 

Lambert Rogers is one of the great surgeons of 

today, the man who put the reputation of the 

National School of Medicine of Wales where it 

is. He has been responsible for the last four 

editions. The great difficulty with the editor of 

a real classic is to combine tradition with pro- 

gress. A modern surgeon would not like to be 

known as an expert in peritonitis, and some of 

Treves’ illustrations no longer appeal to modern 

eyes. The book as a whole is first-class, and 

deserves a place in every surgeon’s booksheives. 

The last chapter on the spine, which is pure 
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Lambert Rogers, is splendid. But many of the 
illustrations are too elaborate for the medium in 
which they are reproduced, too fussy, and 
peppered with too many captions. Fig. 112, for 
instance, shows a gubernaculum such as no 
anatomist ever saw. The book is so good that a 
new edition will soon be called for. That will 
be the time.to bring out the Hoover. 


A Synopsis of Children’s Diseases, by J. Rendle- 
Short, M.B., M.R.C.P., D.C.H., second edition 
(John Wright & Sons Ltd., 35s.).—As expected, 
a second edition of this synopsis has appeared, 
and there is no doubt that the book has been 
useful to students sitting examinations, and 
indeed to teachers themselves. Further editions 
will no doubt be called for from timé to time, 
and it is more than ever necessary that errors 
should be removed. We suggest that before 
another edition appears the author should go 
through the whole script with a fine toothcomb 
and remove several errors in the spelling of 
names and words. It is unfortunate to see the 
name of the senior children’s physician in this 
country, Sir Robert Hutchison, still spelt 
wrongly. Again, are rheumatic nodules so un- 
common as the author thinks? Is the choreic 
tongue really like a bag of worms? Staphylococcal 
pneumonia is a much more severe condition 
than the author seems to believe. The new 
edition now includes some of the more recent 
advances in pediatrics, and improvements 
should continue to be made—in such subjects 
as hiatus hernia, Bornholm disease and rheu- 
matoid arthritis. Some conditions vary in in- 
cidence from one part of the country to another, 
and this might be indicated. For example, in 
one region last year the commonest forms of 
poisoning were paraffin and aspirin. 

These criticisms are offered in the hope of 
making a good book still better. 


Medical Physiology, edited by Philip Bard, in 
its tenth edition (Henry Kimpton, £5 5s.) is the 
new form of the late J. J. R. Macleod’s ‘Physio- 
logy and Biochemistry in Modern Medicine’, 
which first appeared in 1918. Biochemistry is 
no longer treated in any systematic fashion, and 
Professor Bard, of the Johns Hopkins Univer- 
sity, has shared with 13 American colleagues the 
formidable task of ‘dealing with those portions 
of the science of physiology which are at present 
the concern of medical students, medical scien- 
tists and practitioners of medicine’. Such a 
division of labour is probably essential if the 
treatment of the various branches of physiology 
is to be authoritative: it has the disadvantage 
that the date of publication is determined by 
the most dilatory collaborator, which may ex- 
plain why certain sections are not quite as up 
to date as might have been expected. Professor 


Bard has produced a well-balanced book, and 
the clarity of exposition and judgment in selec- 
tion shown by his various collaborators is most 
admirable. Nevertheless this is not a book 
which can be unreservedly recommended to 
preclinical students in this country. Its 1,300 
pages of text would be too heavy a load when 
added to all the biochemical, histological and 
anatomical knowledge which the undergraduate 
must absorb. Its comprehensiveness, however, 
makes it eminently suitable for postgraduate 
research workers and clinicians, and its value 
for them will be greatly enhanced by the 100 
pages of references, with their probably inevit- 
able emphasis on American contributions to 
physiology. 

Human Blood Coagulation and its Disorders, by 
Rosemary Biggs, M.D., PH.D., B.sCc., and R. G. 
Macfarlane, M.D., F.R.S., second edition (Black- 
well Scientific Publications, 42s.).—Since the 
publication of the first edition of this book in 
1953 a number of advances in knowledge of 
blood coagulation have been made. All the more 
important of these are incorporated in this new 
edition, which has been extensively rewritten, 
and contains some seventy additional pages and 
over 300 additional references. Topics such as 
Christmas disease, the use of the thromboplastin 
generation test in clinical problems, and the 
assay of individual clotting factors are adequately 
and lucidly dealt with. The book maintains its 
value as a standard guide and source of reference 
to all interested in this field. 


Surgery for Nurses, by James Moroney, M.B., 
CH.B., F.R.C.S., fourth edition (E. & S. 
Livingstone Ltd., -27s. 6d.).—The production 
of a textbook of this nature entails instruction 
on practical problems of nursing as well as the 
provision of a general outline of surgery. In 
this pleasing volume the author has skilfully 
condensed much valuable information on these 
two somewhat conflicting aspects of his subject. 
The 697 pages are well produced at a reason- 
able price. Several illustrations are uninforma- 
tive and there are regrettably few hints on 
several day-to-day difficulties which confront 
the nurse, e.g. the management of an obstinate 
drip transfusion, a blocked catheter or thoraco- 
tomy tube. One site indicated for intramuscular 
injection is perilously near the sciatic nerve. 
Without hesitation this book can be highly 
recommended—a fact illustrated by the necessity 
for a fourth edition in six years. 


The contents of the August issue, which will contain 
a symposium on Backache, will ‘ound on page Aroo 
at the end of the advertisement section. 








Notes and Preparations see page 113. 
Fifty Years Ago see page 117. 
Motoring Notes see page A79. 

Travel Notes see page A83. 
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ANNOUNCEMENTS A7I 





Keen and alert 


*Myso.ineE’ not only reduces the fre- controlled by other drugs, but in which 
quency and severity of epileptic attacks, a heightened interest and improvement in 
but also produces a marked sense of well- performance is desirable. 
being. The patient is encouraged to take a Universally acknowledged as a major 
renewed and more vigorous interest in life advance, ‘Mysoline’ is indicated in all the 
and to become a self-supporting member manifestations of epilepsy. 


of the community. 


For these reasons it is often advan- ‘MYS OLINE’ 


tageous to use ‘Mysoline’ in cases already pneitiiies Trade Mark 


An outstandingly safe and effective anticonvulsant 
Available as tablets of 0.25 gramme or as a palatable oral suspension ICI 


IMPERIAL CHEMICAI INDUSTRIES LIMITED 
PHARMACEUTICALS DIVISION WILMSLOW CHESHIRE 


Ph.s98/1 
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QUICKER RELIEF 
FOR SKIN DISORDERS 





The effectiveness of 


Hydro-Adreson Ointment 


* is due to the neutral base with its hydro- 
cortisone content. 


* The ease with which it spreads and its 
freedom from acidity or alkalinity ensures 
that delicate healing tissue is not injured 
or irritated. 


This special base is free from excessive greasiness. 


Hydre-Adreson (hydrccortisone free alcohol) ointment in 
tubcs of 5 gm. or 15 gm. concentrations cf $% (5 mg. per 
gm.), 1° (10 mg. per gm.) and 2°5% (25 mg. per gm.). 


ORGANON LABORATORIES LTD. 


BRETTENHAM HOUSE, LANCASTER PLACE, LONDON, W.C.2 


Telephone : TEMple Bar 6785/6/7, 0251/2. : 
Telegrams : Menformon, Rand, London. @) 
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NOTES AND PREPARATIONS 


NEW APPARATUS 


THe McArrTuur MICROSCOPE, which is now avail- 
able for general use, represents a most im- 
portant advance in practical microscopy. It 
provides magnification up to 1500, and yet 
measures only 4 X 2} X 2 inches (10 X 6 X 5 cm.) 
and weighs 18 ounces (510 g.). The basic instru- 
ment is complete with stainless steel mirror, 





fine adjustment, condenser arm, triple objective 


carrier, sealed interchangeable light tube, draw 
tube, interchangeable monocular tube, stage 
clips, and attachments for all subsequent acces- 
sories. Such accessories include a_ built-in 
electric illuminator, and equipment for 35 mm. 
photomicography and 16 mm. cinephotography. 
The whole packs into a saddle-leather carry- 
ing-case, which may be worn on the belt. 
Full details can be obtained from Dr. John 
McArthur, 101 Chiltern Court, London, N.W.1. 


PHARMACEUTICAL NOTES 


Crea Lasporatoriges Ltp. announce the intro- 
duction of ‘ “ultracortenol’’ with “bradosol”’ 
cream’, for the treatment of ‘localized inflam- 
matory, allergic or pruritic dermatological con- 
ditions’. Available in 5-g. tubes, containing 
0.5% prednisolone trimethylacetate and 0.05% 
‘bradosol’. (Horsham, Sussex.) 


PrizerR Ltp. announce that ‘to facilitate dosage 
to children’ their preparation ‘sigmamycin’ is 
now available in capsules of 50 mg. (137-139 
Sandgate Road, Folkestone, Kent.) 


RovussEL Laboratories Ltp. announce the in- 
troduction of ‘cortibiotic nasal drops’ for ‘the 
treatment of allergic rhinitis, hay fever and 
related conditions’. Each ml. contains 2.5 mg. 
of prednisolone acetate, 12.5 mg. of ‘sofra- 


mycin’, and 2.5 mg. of phenylephrine hydre- 
chloride. Available in bottles containing 8 ml. 
of aqueous isotonic suspension, with dropper. 
(847 Harrow Road, London, N.W.10.) 


FILM NEWS 

Nutrition in Pregnancy (16 mm., colour, com- 
mentary; running time 11 minutes) is intended 
as a teaching aid for the instruction of expectant 
mothers, and also for pupil midwives and health 
visitors during their training. Produced by 
Eothen Films Ltd., it is available on free loan 
from The Nutrition Information Centre, Vita- 
mins Ltd., Upper Mall, London, W.6. 


HUNTERIAN SOCIETY’S GOLD 
MEDAL ESSAY 
Tue subject for the Hunterian Society’s Gold 
Medal essay for 1957 is “The Diagnosis and 
Management of Coronary Disease in General 
Practice’. The competition is open to all general 
practitioners. Further details may be obtained 
from the Honorary Secretary, Dr. C. W. Kesson, 
51 Harley Street, London, W.1. 


COURSES AND CONFERENCES 

Tue Third World Congress of Gastroenterology 
and the soth Annual Meeting of the American 
Gastroenterological Association will be held at 
the Sheraton Park Hotel, Washington, D.C., 
from May 25 to 31, 1958, inclusive, Full details 
may be obtained from the Secretary-General, 
Dr. H. M. Pollard, World Congress of Gastro- 
enterology, University Hospital, Ann Arbor, 
Michigan, U.S.A. 


Lung Function in Respiratory Illness will be the 
subject of a postgraduate course for doctors, to 
be held from September 9 to 13, 1957, inclusive, 
at Sully Hospital, Penarth, Glamorgan. Full 
details may be obtained from the Secretary, The 
Tuberculosis Educational Institute, Tavistock 
House North, Tavistock Square, London, 
W.C.1. 


PRIVATE PRACTICE GROUP 
A Private Practice Group has been formed by 
a number of private practitioners ‘intent on 
preserving and extending the institution of 
private practice’. The Group’s immediate aims 
are: (i) To press for the right of private patients 
to receive drugs on the same terms as National 
Health Service patients. (ii) To consider again 
the possibility of ‘opting out’. (iii) To press for 
more, and less costly, private beds. (iv) To 
inquire into, and to promote, insurance schemes 
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to cover general medical attention. The Group 
has no wish to become a ‘splinter gvoup’, and 
it is approaching the British Medical Associa- 
tion with a view to receiving recognition. It is 
seeking to increase its membership from among 
those who believe and have an interest in 
private practice, although as general practi- 
titioners or consultants, they work also in the 
National Health Service. Further details can be 
obtained from the acting secretary: Dr. A. E. J. 
Etheridge, 73 Fitzjohn’s Avenue, London, 
N.W.3. 
INFLUENZA 

IN view of the epidemic of influenza which is 
sweeping through Asia, the chief medical 
officer to the Ministry of Health has written to 
medical officers of health, drawing their atten- 
tion to the importance of the early recognition 
of any outbreak which may follow the intro- 
duction of the virus into this country. So far, 
the presenting symptoms have been headache, 
with generalized pains and fever (101° to 103° F. 
[38.3° to 39.4°]), lasting for two or three days 
and followed by four days’ disability. Pre- 
liminary investigations at the International 
Influenza Research Centre in London show 
that the causative virus belongs to the influ- 
enza A group, but is ‘markedly different’ from 
strains isolated during past influenza outbreaks. 
Indeed, the antigenic variation is the largest 
that has taken place since the appearance of the 
A-prime variant in 1946. According to the 
chief medical officer, ‘it is unlikely that the 
vaccines which have been prepared against past 
influenza strains, will protect against infection 
by the new variant, and the possibilities of 
preparing a vaccine against the recently isolated 
strains are being actively explored’. 

In the meanwhile it is of importance that any 
outbreaks of influenza which may occur in 
Great Britain should be speedily investigated, 
with particular reference to the identification of 
the causative agent. General practitioners and 
industrial medical officers are asked to assist in 
the early recognition of illness among their 
patients. 

POLIOMYELITIS VACCINE 
REVISED instructions for storage of their ‘poli- 
virin’ poliomyelitis vaccine have been issued by 
Glaxo Laboratories Ltd. The vaccine should be 
protected from light, and be stored in a refri- 
gerator at 2° to 10° C., which is within the range 
of a properly regulated domestic refrigerator; 
freezing should be avoided. During an immuni- 
zation session (and during transit), limited ex- 
posure to higher temperature is not harmful, 
but temperatures over 20° C. should be avoided. 
The contents of any partly used vial should be 
discarded within twenty-four hours of the initial 
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usage. Stored under these conditions the vaccine 
will retain its potency for six months; the date 
before which it should be used is given on each 
vial or box of ampoules. 


EMERGENCY CALLS IN GENERAL 
PRACTICE 

AN investigation of 1,019 emergency calls by 42 
general practitioners, carried out by the South- 
East Scotland Faculty of the College of General 
Practitioners (Health Bulletin, 1957, 15, 36) 
shows that 299 of these were to infants and 
children (0 to 15 years), 209 to young adults 
(15 to 35 years), 253 to older adults (35 to 65 
years) and 190 to older persons over 65 years. 
Respiratory diseases formed by far the most 
frequent cause and accounted for 228 calls. 
The largest number of emergency calls occurred 
on Sundays, and the second largest on Satur- 
days. So far as their distribution throughout the 
twenty-four hours is concerned, over 50% of 
the calls came in between 6 p.m. and midnight. 
In 205 cases reassurance only was required and 
in a further 10 ( for the most part frivolous calls ) 
no treatment was given. Drugs or dressings 
were prescribed in 553 cases. Reference to hos- 
pital was required for 176 patients, and a further 
28 were dead on, or soon after, the arrival of 
the practitioner. The most frequently pre- 
scribed drugs were analgesics: mild ones (as- 
pirin and the like) in 136 cases, and strong ones 
(e.g. morphine) in 144 cases. Antibiotics were 
used in 94 cases (penicillin in 81 of these), and 
sulphonamides in 89 cases. 


SOCIAL SECURITY AGREEMENTS 
THE reciprocal social security agreement be- 
tween the United Kingdom and Sweden has 
now come into force. The agreement covers 
family allowances and the cash benefits pro- 
vided by the two countries for unemployment, 
sickness, maternity, old age, widowhood, or- 
phanhood and industrial injury. A convention 
on social security between the United Kingdom 
and Belgium has also been signed but will not 
come into force until it has been ratified. This 
deals with benefits for sickness, maternity, 
death, unemployment, old age, widowhood, 
orphanhood and _ industrial accidents and 
diseases, and family allowances. 


FLAMMABILITY OF CLOTHING 
A suRvEY to discover the extent to which 
fabrics and garments are involved in burning 
accidents in the home has revealed that clothing 
burns are responsible for two-thirds of all cases 
in hospital for treatment of burns at any one 
time. The survey (The Flammability of Apparel 
Fabrics in Relation to Domestic Burning Acci- 
dents, price 4s.), which was carried out by an 
expert committee set up by the British Stan- 
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POWDER 
3 oz. tin. 
Hospital size 
1 1b. tin. 


PRESCRIPTION PACK 
Ointment 1 oz. jar. 
Hospital size 11 oz. jag. 


PHENYL MERCURIC NITRATE — the active 
ingredient in Aero-Ped—has proved highly 
effective in the treatment of tinea pedis 

and other fungus infections. 

Rapid therapeutic response is assured by 
its powerful bactericidal and fungicidal 
properties which are combined with low 
tissue toxicity. Bacterial decomposition 

of perspiration is inhibited and itching 


and irritation allayed. 


FUNGUS INFECTIONS 


i P.M.N. 


. it has served to procure the maximum 
number of clinical cures in the minimal 
space of time. A very widespread outbreak of 
edpidermophytosis in the Durham coalfields was 
speedily controlled and absenteeism on 
account of incapacitating and painful foot 
rashes was reduced to infinitesimal numbers.” 

(Brit. Med. J. (1948) ii, 620) 


for fungus infection 

AERO-PED OINTMENT 

Active constituent 0.05% (w/w) phenylmercuric 
nitrate in a water-miscible emulsion base. 


against re-infection 
AERO-PED POWDER 
Containing 0.1°% (w/w) phenylmercuric nitrate. 


Prescribable on E.C.10 (exempt from Purchase Tax) 


AERO-PED LIMITED, 35 BESSBOROUGH PLACE 
LONDON S.W.1 - Telephone ViCtoria 0576/8 
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postoperative sedation... 


one of the many uses for 


\ short-acting NEMBUTAL 


In the pharmaceutical field, where rapid obsolescence is the 
rule rather than the exception, a product that continues to 
grow in popularity after nearly 25 years of use must possess 


distinct advantages. Consider these:— 


@ Short-acting NemputTat (Pentobarbitone @ Hence, there’s less drug to be inactivated, 
Sodium, B.P.) can produce any desired degree of shorter duration of effect, wider margin of 
cerebral depression from mild sedation to safety and little tendency towards morning-after 
deep hypnosis. hangover. 


















@ The dosage required is small — only about @ In equal oral doses, no other barbiturate 
half that of many other barbiturates. combines quicker, briefer, more profound effect. 


NEMBUTAL (Pentobarbitone Sodium, B.P.) 


ts available in 3 gr., 2 gr. and 14 gr. capsules 
and as Elixir (2 grs. per fi. oz.) 


ABBOTT LABORATORIES LIMITED - LONDON 
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dards Institution, states that the greatest risk is 
to children and old people, and to women and 
girls rather than to men and boys. The com- 
mittee found that, whilst some fabrics (e.g. 
nylon, ‘terylene’) are naturally flame-resistant 
and others can be made so by chemical pro- 
cesses, ‘all light-weight fabrics used for women’s 
and children’s clothing tend to burn equally 
quickly, and that attempting to grade them 
would be useless and misleading’. The com- 
mittee’s chief recommendation is ‘a vigorous 
and consistent campaign of public education’ on 
the subject of burning accidents. 


HOSPITALS AND THEIR COSTS 
More than half the cost of running hospitals is 
accounted for by heating, feeding, cleaning, 
washing, lighting and furnishing, according to 
the Under Secretary of State for Scotland. In 
Scottish hospitals alone, the wage bill for 
domestic staff is over {£6m. a year, out of a total 
annual bill for the hospitals of just under £37m. 
This latter sum is equivalent to £7 4s. for every 
person in Scotland. As an example of the 
economies which can be effected, he referred to 
the reorganization of hospital laundry services in 
the Western Region, which is being carried out 
over a period of five years at a cost of £190,000. 
When completed, this reorganization is expected 
to save about {£100,000 a year. Preliminary 
figures show that the first nineteen laundries in 
full operation on the reorganized basis are 
already making an estimated annual saving of 
£68,000. 

PSYCHIATRIC THERAPY 

Tue following are excerpts from the annual 
report for 1956 of the physician superintendent 
of The Retreat, York. ‘We continued to give 
extended trial to some of the new drugs intro- 
duced in the last year or so under the popular 
name of “‘tranquillizers”. One or two have con- 
tinued to justify their use in a fairly modest 
‘way, but some have already been discarded as 
of no material use in hospital practice, while 
others, as might be expected, are still being 
tried’. ‘Electrotherapy, now given nearly always 
under “‘pentothal’”’ and with a muscular re- 
laxant, remains our stand-by for by far the 
commonest type of illness we treat, endogenous 
depression, much as we may be dissatisfied with 
so empirical a therapy, and much as we may 
look forward to its supplanting by something 
more certain and more lasting in the not too 
distant future’. ‘In spite of talk of the “‘insulin 
myth”, we still feel we need it for a certain type 
of illness which might be termed very broadly 
a typical schizophrenia, the kind that appears to 
relapse repeatedly and indefinitely after courses 
of E.C.T.’. 


BINAURAL HEARING AIDS 

Tue production of binaural hearing aids to 
enable people who are hard of hearing to achieve 
normal volume of sound in both ears is steadily 
increasing in the United States according to a 
recent report in the Financial Times. The 
binaural aids have two microphones and two 
receivers and some now ‘conceal the fact that 
they are being worn’. 


SCHOOL SANITATION IN OXFORD 
Tue following is an excerpt from the annual 
report of Dr. J. F. Warin, the medical officer of 
health and principal school medical officer of 
Oxford: ‘After using the w.c. children are en- 
treated to wash their hands as a simple hygienic 
measure towards the prevention of the spread 
of dysentery and other bowel diseases. A boy 
from East Oxford C. Secondary School who 
wishes to comply with this modest request must 
walk back across the playground to the main 
building, climb several flights of stairs to gain 
the top floor, cross a hall in which a class is 
being taught and then descend another flight of 
stairs to reach the wash basins. As can be 
imagined, few boys display sufficient enthusiasm 
towards cleanliness for them to undertake this 
tiresome journey’. 


THE SCOURGE OF NOISE 
Tue Austrian Medical Association was recently 
informed that a study of 100 policemen on 
traffic duty at main Vienna cross-roads had 
shown that they were all rapidly becoming deaf 
to high and low tones, although they were still 
fairly normal in the reception of middle tones. 


NEW HEARTS FOR OLD? 

AT its recent annual meeting, the American 
Association for Thoracic Surgery was given 
details of an experiment at Tulane University 
School of Medicine, in which four hearts had 
been successfully transplanted into a dog—two 
in the neck and two in the groins. All four hearts 
beat and pumped blood in unison with the 
dog’s own heart—some of them for as long as 
ten days. 


PUBLICATIONS 

British Pharmaceutical Codex 1954. Supplement 
1957 contains 44 new monographs, 10 of which 
relate to substances added to the British Pharma- 
copeia 1955, and not previously described in 
the Codex. A monograph for penicillin gauze 
dressing has been included, and also mono- 
graphs for absorbent rayon lint and absorbent 
rayon gauze. (The Pharmaceutical Press, price 
278. 6d.) 
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New and Non-official Remedies 1957, an annual 
publication of the Council on Pharmacy and 
Chemistry of the American Medical Association, 
contains descriptions of drugs evaluated on the 
basis of available scientific data and reports of 
investigations. It is an essential reference book 
for all interested in current therapy. (Pitman 
Medical Publishing Co. Ltd., price 30s.) 


Current Therapy 1957, edited by Howard F. 
Conn, M.D., is the ninth in the series and 
retains all the characteristics which have estab- 
lished this book as one of the best guides to the 
subject in the English language. (W. B. Saunders 
Co. Ltd., price 77s.) 


The Treatment of Wound Shock, M.R.C. 
Memorandum No. 34, represents a complete 
rewriting of War Memorandum No. 1 by a 
fresh working party. The essential factors in 
the causation and recognition of oligemic and 
nervous shock are rehearsed, and the principles 
of treatment are clearly outlined, with illustra- 
tions of the official taking and giving sets and 
instructions for their use. An important section 
is that on special complications of injury—fat 
embolism and the crush syndrome. The treat- 
ment of anuria following injury is clearly 
described. (H.M. Stationery Office, price 
3s. 6d.) 


Accidents in Childhood. Facts as a Basis for 
Prevention, WHO ‘Technical Report Series 
No. 118, is the report of an advisory group, the 
chairman of which was Dr. J. M. Mackintosh 
of the London School of Hygiene and Tropical 
Medicine. It is an authoritative review of a 
problem of great current importance. (H.M. 
Stationery Office, price 1s. 9d.) 


Doctor on the Dole, by Michael Johnn, is the 
autobiography of an Irish doctor who, according 
to his publishers, ‘in spite of his high qualifica- 
tions—he is M.A., L.R.C.S. & P., D.C.H., as 


well as being a Justice of the Peace—in every 





THE PRACTITIONER 


job for which he applies, whether hospital 
appointment or general practitioner vacancy, is 
met by competition from anything up to a 
hundred other applicants’. His reminiscences 
include childhood and training in Dublin, 
locums and general practice in England, and 
pediatrics in Australia. It is all rather inconse- 
quential, but occasionally amusing. (Christopher 
Johnson, price 15s.) 


Brother Surgeons, by Garet Rogers, is a fictional 
account of John and William Hunter, by an 
American woman novelist, according to whom 
the London of the 18th century was a physical 
and moral cesspit, and the two famous brothers 
a pair of the most unpleasant males. It is 
neither edifying, interesting nor amusing. (Put- 
nam & Co. Ltd., price 16s.) 


OFFICIAL NOTICE 


Tue Agriculture (First Aid) Regulations, 1957, 
which it is proposed will come into operation 
on August 1, 1957, have been made under the 
Agriculture (Safety, Health and Welfare Pro- 
visions) Act, 1956. The Act and Regulations 
require the provision of certain first-aid items 
by the employers of agricultural workers. The 
requisites and appliances, which have to be 
provided in first-aid boxes (or cupboards) and 
containers, must include sterilized dressings and 
waterproof adhesive dressings of certain speci- 
fied sizes, as well as triangular bandages and ab- 
sorbent cotton-wool. The Regulations also 
prescribe that one copy of a special first-aid 
leaflet prepared by the Ministry shall be pro- 
vided in each box or container. 





INDEX AND BINDING CASES 


The index to Vol. 178 (January-June 1957) will be for- 
warded to all subscribers with the July issue. Binding 
os for ee ane previous vol -~ a ~ in _—— 
cloth with gilt lettering, price 5s. e post free 
The cases are made to hold 6 copies after the advertise- 
ment pages have been ; they are not self-binding. 
Alternatively, subscribers’ copies | can be bound at an 
inclusive charge of 13s. 6d. per ; this includes the 
cost of binding case and return postage. 














x + 165 pp. 1 illustration 





MEDICAL ETHICS 


EDITED BY 


MaAvrRIcE DAVIDSON 
D.M.(Oxon.), F.R.C.P.(Lonp.) 


(1957) 20s. net 
Lloyd-Luke (Medical Books) Ltd., 49 Newman Street, London, W.1 














ANNOUNCEMENTS 




















PRO-BANTHINE 


FOR ANTI-CHOL!INERGIC 





A Combined Neuro-Effector 
and Ganglion Inhibitor 


Pro-Banthine* consistently controls gastro-intestinal 
hypermotility and spasm and the attendant symptoms. 


Pro-Banthine is an improved anti-choli- 
nergic compound. Its unique pharmacolo- 
gical properties are a decided advance in the 
control of the most common symptoms of 
smooth muscle spasm in all segments of the 
gastro-intestinal tract. 

By controlling excess motility of the 
gastro-intestinal tract, Pro-Banthine has 





found wide use’ in the treatment of peptic 
ulcer, functional diarrhoeas, and regional 
enteritis and ulcerative colitis. It is also 
valuable in the treatment of pylorospasm 
and spasm of the sphincter of Oddi. 

It was found® that Pro-Banthine orally 
was an “ inhibitor of spontaneous and hista- 
mine-stimulated gastric secretion” which 
“ resulted in marked and prolonged inhibi- 
tion of the motility of the stomach, jejunum 
and colon...” 

Therapy with Pro-Banthine is remarkably 
free from reactions associated with para- 
sympathetic inhibition. Dryness of the 
mouth and blurred vision are less severe 
with Pro-Banthine than with certain other 
potent anti-cholinergic agents. 

In the above series*, * Side effects were 
entirely absent in single doses of 30 or 
40 mg... .” 

Pro-BanthTne Bromide (2’-diisopropyla- 
minoethyl xanthene-9-carboxyiate metho- 
bromide) brand of propantheline bromide, 
is available in sugar-coated tablets of 15 mg. 

For the average patient one tablet of 
Pro-Banthine (15 mg.) with each meal and 
two tablets (30 mg.) at bedtime will be 
adequate. Full literature is available on 
request. 

G. D. Searle & Co., Ltd., High Wycombe, 
Bucks. Telephone : High Wycombe 1770. 


* Reed. Trade Mark. 
‘Gastroenterology (1953) 25 : 416. 
“Gastroenterology (1953) 25 : 24. 
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Fifty Bears Aga 


‘And when one looks for facts that might help to the discovery of any of the things we now 
most want to know, none can be found, for such facts were not looked for fifty years ago, or were 
not seen, though they may have been within the easy range of sight’.—Sir James Paget: Studies 


of Old Case-Books. 1891, p. vii. 


JULY 1907 


‘The Practitioner has now entered on the fortieth 
year of its existence, and we think that we are 
justified in saying that it continues to fulfil the 
useful purpose which its founders had in mind, 
and which has been steadily kept in view by 
those who successively have had the conduct of 
it since. As its title imports, it was intended to 
be, above everything, practical in scope and in 
character, and to supply the general practitioner 
with such help as he needs in keeping himself 
abreast of progress in the clinical knowledge of 
disease and in therapeutics, using the word in 
its broadest sense. “Art”, says the Father of 
Medicine, “is long”; the truth of this aphorism 
is likely to be borne in upon anyone who should 
try to absorb the miscellaneous medical_ lore 
contained in the encyclopedias of which the 
groaning press is delivered weekly. On the other 
hand, no one feels more keenly that life is short 
than the busy doctor. It is for him that The 
Practitioner is designed. Our endeavour is to 
give just the kind and amount of mental aliment 
that he can take without surfeit or weariness’. 

The July 1907 number is remarkable for the 
fact that it is devoted exclusively to diabetes 
mellitus: dealt with in twenty ‘Original Com- 
munications’, in ‘Notes from Foreign Journals’, 
in ‘Notes by the Way’, and in ‘Practical Notes’. 
The material presented is of considerable 
historic interest, reflecting as it does the state of 
knowledge and opinion half a century ago. In 
many ways it makes pathetic reading, for it often 
betrays our predecessors walking haltingly or 
even going astray. 

The symposium is opened by W. D. Halli- 
burton, M.D., F.R.C.P., F.R.S., Professor of 
Physiology, King’s College, London, who dis- 
cusses ‘Diabetes Mellitus from the Physiological 
Standpoint’. John Rose Bradford, M.D., 
F.R.C.P., F.R.S., Physician to University 
College Hospital, in his article “The Pancreas 
and Diabetes Mellitus’ states that “This is one 
of the many subjects in medicine, in which ex- 
perimental research has been the means of 
clearing up difficulties in the interpretation of 
symptoms, and in which the aid of morbid 
anatomy alone was not sufficient for the pur- 
pose’. “The Basis of Therapy in Diabetes’ and 


‘Diet in Diabetes’ are dealt with respectively by 
I. Walker Hall, M.D., Professor of Pathology, 
University College, Bristol, and by Marcel 
Labbé of Paris. Sir Lauder Brunton, M.D., 
F.R.C.P., F.R.S., Consulting Physician to St. 
Bartholomew’s Hospital, writes on “The Heart 
in Relation to Diabetes’ (‘out of the fulness of a 
very large experience’). Frederick Kraus’s 





Herbert Morley Fletcher, M.D., F.R,.C.P. 
(1864-1950) 


article “The Carlsbad Treatment of Diabetes 
and Glycosuria’ ‘embodies the results of an 
experience which is probably unique, whilst, at 
the same time, it gives an interesting account of 
how a health resort is managed abroad, when 
intelligence is combined with enterprise. It is 
this that makes foreign health resorts, which, in 
many cases, have no greater natural advantages 
than many places in our own country, immeasur- 
ably more attractive to visitors than those of 
Great Britain. One difference is that abroad the 
management is based upon, and conducted 
throughout in obedience to, medical advice’. 
James Taylor, M.D., F.R.C.P., Physician to 
the National Hospital for Paralysis and Epilepsy, 
concerns himself with “The Nervous Symptoms 
Associated with Glycosuria’; Malcolm Morris, 
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F.R.C.S.Ed., Dermatologist to King Edward 
VII’s Hospital for Officers, with ‘Skin Disease 
Associated with Diabetes’; Walter Jessop, 
F.R.C.S., Senior Ophthalmic Surgeon, St. 
Bartholomew’s Hospital, with “The Ocular 
Complications’; and J. J. Perkins, M.B., 
F.R.C.P., Physician to the Brompton Hospital, 
with ‘The Pulmonary Complications’. 

Cuthbert Wallace, F.R.C.S., Surgeon to St. 
Thomas’s Hospital, in charge of Out-Patients, 
concludes his communication on ‘Diabetic 
Gangrene’: ‘By ablation of a limb, we may not 
only rid the patient of a painful and distressing 
local condition, but may actually produce an 
improvement in nutrition, as shown by the 
diminution, or disappearance, of the sugar from 
his urine’. 

H. Morley Fletcher, M.D., F.R.C.P., 
Physician in Charge of the Department for 
Diseases of Children, St. Bartholomew’s Hos- 
pital; Physician, East London Hospital for 
Children, Shadwell, in his paper ‘On Diabetes 
in Children’, makes the interesting observation 
that there is not the same liability to the disease 
in Hebrew children that is noticed in adults of 
the same race. Herbert Morley Fletcher studied 
medicine at Cambridge, St. Bartholomew’s 
Hospital, Freiburg, and Vienna, became assistant 
physician at St. Bartholomew’s in 1904, and 
retired with the title of consulting physician in 
1929. With Eustace Smith and J. A. Coutts he 


made the Children’s Hospital at Shadwell one 
of the recognized pediatric centres in England, 
He was the first to give a detailed description of 
renal rickets. Tall, upright, and _ sprightly, 
‘Morley’ remained almost completely untouched 
by the passing of time. Modest, kindly, and 
courteous, a fine athlete, a notable shot, and a 
gracious host, he died in 1950 at the age of 85. 

‘Many pitfalls beset attempts to apply 
theoretical conclusions, formed in the labora- 
tory, to clinical work, but such attempts are 
necessary for progress. The subject of acetonuria 
is worth consideration from this point of view, 
hecause the conclusions can be readily tested in 
the light of everyday experience’. With this 
passage W. Langdon Brown, M.D., M.R.C.P., 
Medical Registrar, St. Bartholomew’s Hospital, 
begins his article ‘Acetonuria: its Clinical Sig- 
nificance and Treatment’. 

Alfred R. Parsons, M.D., F.R.C.P.I., 
Physician to the Royal City of Dublin Hospital, 
summarizes ‘The Treatment of Diabetes Mel- 
litus by Drugs’: “There is no specific treatment 
for diabetes. Drugs play at best only a subsidiary 
part in diabetic therapeutics. Opium is the best 
antiglycosuric drug at present available’. 

The symposium finishes with a paper on 
‘Glygosuria and Life Insurance’ by Bertrand 
Dawson, M.D., F.R.C.P., Physician, London 
Hospital and Alliance Assurance Company. 


W.R. B. 
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MOTORING NOTES 


Hot-Weather Driving 
By ROBERT NEIL 


WHILst our climate is usually described as 
temperate, there are a surprising number of 
very hot days during the summer months, as 
well as many viciously cold days during the 
winter. In addition, the ever-increasing interest 
in Continental touring among British drivers 
makes the problems of hot-weather driving of 
some importance. These problems are usually 
well understood by Continental and American 
motorists—and their womenfolk—who take 
sensible precautions to counteract discomfort 
and fatigue. 


VENTILATING THE CAR 

When driving in the extreme heat that can be 
experienced in the South of France, or Italy, 
during the holiday months there are many little 
tricks that can be used, even on a car lacking 
such features as air conditioning, or swivelling 
ventilation panels. Opening the ordinary 
windows usually does but little good, as this only 
allows more hot air to enter the car. On a car 
fitted with ventilators on both front windows 
and in the rear quarters it is usually best to 
turn the front ones through as near 90 as 
possible, so that some air is forced in to the car, 
while at the same time opening the ventilators 
at the rear, so that they act as extractors. It is 
also worth while to lower the front windows 
slightly so that a scarf, or silk square, can be 
folded slightly over the top of the glass. On 
closing ‘the window the scarf will be held so 
that the sun’s rays are prevented from beating 
directly on to the driver and front passenger. 


THE OVERCLOTHED BRITISHER 
It is surprising to me how often one sees drivers 
from the United Kingdom suffering from the 
heat but still insisting on wearing their jackets. 
This is, perhaps, largely because a jacket dis- 
carded on to the back seat quickly becomes an 
unsightly mess. A ready solution is available in 
the form of detachable hooks which can be 
easily attached to the top of the rear windows. 
These are of plastic and strong enough to sup- 


port one, or two, coat hangers, which will keep. 


one’s jacket free from wrinkles. Motorists with 
considerable experience of Continental driving 
often carry much of their clothing in this 
manner, contained within pliable plastic covers. 
If cae is having repeated night stops this is often 
much more convenient than having to unpack, 


and repack, wrinkled and untidy clothes. Whilst 
present fashion has caused many people to 
regard nylon, or one of its derivatives, as the 
only material fit for modern men and women, it 
always strikes me as one of the least suitable for 
very hot weather. I consider that the old- 
fashioned towelling shirt is the best, for very 
obvious reasons. For a similar reason I suggest 
that lady drivers, or passengers, are well advised 
to sit in the manner of the younger continental 
cyclists, in other words with their skirts flung 
over the seat back, and use a spare towel as a 
seat cover. 


THE RADIATOR 

If a considerable mileage is covered, either here 
or abroad, during the summer it is wise to 
inspect the radiator front at intervals. It is only 
too common for the radiator to become semi- 
clogged with flies and other insects, to such an 
extent that overheating can easily occur. 
Because of the greater heat and, even more im- . 
portant, the higher working temperature of the 
engine, during the summer it is essential to 
check the oil level much more frequently than 
during the winter. Although the problem is 
considerably less common than it was some 
years ago, there are still occasional cases of 
British cars suffering from vapour locks when 
motoring in the Alps during very hot weather. 
This is caused by a local hot spot causing the 
petrol to evaporate in the pipe to the carburettor, 
with the result that a lock is created. Should this 
happen the only @ure is to halt by the roadside 
and allow the heated parts to cool down to some 
extent, turning the engine over at intervals by 
means of the starting handle but with the switch 
off, until the lock is dispersed. Although over- 
heating on mountain passes is also less common, 
it is a sensible precaution to carry a tin of water, 
with a suitable pouring orifice. On many of the 
Swiss passes frequent water points are to be 
found, but this is seldom so in southern France, 
or Italy. 


THE CHOKE 
Motorists who have got in to the habit of using 
the choke when starting from cold should re- 
member that just as it is not necessary to use the 
choke once the engine is even slightly warmed, 
it is quite often unnecessary to use the choke at 
all during the summer months. Apart from a 
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fractional saving in petrol, minimum use of the 
choke will help to reduce engine wear; it is now 
accepted that almost all cylinder wear occurs 
during the first few moments after starting from 
cold. The less the choke is used the less.will be 
the danger of excess petrol washing much 
needed lubricant off the cylinder walls. Readers 
who were in the Services during the last War will 
recall the normal drill of parking any vehicle in 
the shadow, to avoid detection from the air. 
This practice is well worth copying in summer 
motoring, as it will prevent the car becoming 
like a furnace during a meal stop. Observation 
on the Continent shows that all experienced 
drivers do this habitually. 


LUBRICATION 
Because of much higher under-bonnet tempera- 
tures during the summer it is necessary to give 
proper attention to lubrication, particularly as 
there is a tendency to think that lubrication is 
more important during the cold and damp of 
the winter. Regular attention should be given to 
the lubrication of such parts as the dynamo and 
distributor, whilst all throttle connexions should 
be regularly oiled. Although a_ windscreen 
washer is an essential during the winter, it is 
almost equally important during the summer, 
especially if touring abroad, as it can be most use- 
ful for clearing away accumulations of dust from 
the windscreen. 


SUN-GLASSES 

I have recently been asked my opinion as to 
whether sun-glasses have, in fact, any value to 
drivers. In my opinion they are most valuable 
provided certain common-sense precautions are 
observed. In the first place it is essential to en- 
sure that only good-quality ones are used; with 
cheaper ones there is a danger that slight flaws 
in the glass may be sufficiently distracting to 
cause eye strain and headaches. The second 
point may not strike habitual wearers of glasses 
as important, but I find that it is better to obtain 
glasses with outsize lenses, so that the framework 
cannot enter one’s angle of vision. This is 
particularly important in motoring, as one’s 
vision is seldom concentrated on a particular 
point when driving, and with small glasses I 
find that the distraction of the framework is 
enough to produce headaches. The one possible 
disdavantage with sun-glasses is that vision is 
cut down noticably when looking in to shadows. 
For this reason it is wise to drive with care when 
coming from brilliant sunshine in to shadow. 

In my experience the best sun-glasses are those 
in which the degree of darkening increases to- 
wards the top of the glass. This allows the wearer 
to vary the effect by slight tilting of the head. 
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Motorists who normally wear glasses must, of 
course, have their individual prescription in- 
corporated in their sun-glasses. 


PROPAGANDA FOR SAFETY 

I have just seen some propaganda issued by the 
Royal Society for the Prevention of Accidents 
but, like so much publicity material issued on 
this subject, it seems so one-sided as to reduce 
its value considerably. Great stress is laid upon 
the necessity for good driving and good training, 
but the posters I have seen suggest that it is only 
drivers of all types of motor vehicles and motor- 
cyclists who require training, despite the fact 
that certain of the posters feature children. 
Could those responsible for this new safety 
campaign not be a little more realistic in their 
approach, and suggest that it is at least the 
responsibility of all parents and school teachers 
to make some attempt to inculcate a degree of 
responsibility into children? If these children 
are allowed to grow up in the belief that no 
matter how stupid and irresponsible they may 
be, the skill of the motorist will save them, there 
will be little hope for safety on the roads when 
they become adult pedestrians, or motorists. 

Most serious-minded motorists appreciate 
that regulations, as such, can never produce 
safety on the roads. The only way is for all road 
users to be courteous at all times, and if that 
were observed by everyone all the time there 
could be no accidents. It is generally accepted 
that young children require priority, and for this 
reason it is they to whom training should be 
first addressed. I feel that if this were seriously 
and conscientiously tackled a few years would 
see a marked reduction in accidents, and the 
production for the future of a new race of polite 
and considerate road users—pedestrians, cyclists 
and motorists. 

Bearing in mind the tension and strain of 
modern city life there is little doubt that many 
town and suburban accidents are caused by the 
irritation and frustration in motorists’ minds. 
It is almost equally doubtless that this irritation 
is caused by the inadequacy of the roads for 
present-day conditions. On the morning this was 
written the normal morning confusion in Park 
Lane was converted to complete chaos, with the 
traffic stationary for a considerable distance. It 
was only as I reached where the head of the 
queue had been that I discovered the whole 
trouble was due to one solitary horse-drawn 
coal cart, winding its slow way through the 
traffic and around parked cars. 

If the authorities are serious in their hope to 
ban cars from the West End of London, it 
would, I think, be helpful if the same action 
were taken against horse-drawn vehicles. I feel 
sure the horses would welcome such a ruling. 
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TRAVEL NOTES 
Northern Italy 


By PENELOPE TURING 


ALTHOUGH it was the first week in May, snow 
was falling as the train crossed western Switzer- 
land; trees were frosted and stations white with 
an echo of winter. In the chilly mist of early 
morning we dived into the Simplon Tunnel and 
came out into the bright sunshine of Italy. It 
would be wrong to pretend that all was warmth 
south of the mountain Cold 
persisted for several days, tossing the roses and 
the lilac blo. som, but spring was well established 
none the less, and the cold only a passing spell 
conveniently attributed, like all other climatic 
evils, to the atomic age. 


barrier. winds 


Fic. 1.—Venice—the Grand Canal. 


May is one of the loveliest months in Italy, 
but one has to bear in mind this uncertainty of 
the weather. Another time I would choose early 
June for this northern region, but on the other 
hand there are great advantages in a visit before 
the real holiday crowds begin. 

We skirted the south-west shore of Lake 
Maggiore, passing through Baveno and other 
lakeside resorts, and I longed to stop and explore 
this exquisite sheet of water framed in wooded 
mountains, with its picturesque islands and little 
red-roofed towns. Then the moving picture 





changed and we rattled on south to the great 
industrial city of Milan with its magnificent 
cathedral and opera, eastwards through the 
plains of Lombardy which are less romantic than 
their name, through cities familiar to all Shake- 
speare lovers: Verona and Padua, and so to my 
first objective, Venice. 


VENICE 

It is fashionable to dismiss as hackneyed any 
beauty which has won a wide popularity, and 
many people avoid Venice because of its fame. 
Personally I found it quite enchanting, and the 
presence of some thousands of tourists in no way 
spoilt my pleasure. The old city should probably 
be avoided in July and August, the hottest and 
most crowded months, but at that time there is 
the Lido across the lagoon with its own seaside 
attractions. For the rest, Venice is all chat 
painters, photographers and writers have snown 
it to be. Long black gondolas bob at their 
moorings like inverted porpoises. The palaces of 
past princes and present millionaires rise grace- 
fully above the highway of the Grand Canal 
(fig. 1), and a hundred lesser canals wind away 
among the houses and under the steep little 
bridges. 

St. Mark’s Square with its ornate, Byzantine 
cathedral is the heart of the city. Round three 
sides of the square runs a cloister of shops where 
one can buy—quite cheaply—the work of local 
craftsmen, exquisite lace, Venetian glass, jewel- 
lery, embroidery, leather work. At mid-day 
there is welcome shade here; in the evening 
music, little tables outside the cafés, and a 
twinkling vista of lights, while the moon traces 
silver patterns on the roofs. Beyond the square 
lies the network of narrow alleyways linked by 
bridges, where the lower windows are guarded 
by medizval iron grilles, and the spirit of ancient 
duellist and conspirator lingers in the shadows. 

Everything in Venice is old except the motor- 
boats and steamers, but it is no museum. The 
Venetians live much as their ancestors did, 
hanging washing from the windows and tipping 
garbage into the canal below. Perhaps this ought 
to have shocked me; instead I found it—like the 
lean cats gnawing offal in the alleys and the fat 
pigeons round St. Mark’s—part of the city’s 
peculiar charm. 

No visitor should fail to travel at least once 
in a gondola. The official charge is 1200 lire 
(about 13s. 6d.) for two people for an hour, 
with higher rates at night. There is no more 
fascinating means of transport. The gondolier 
with his graceful stance and his echoing ‘Hoy!’ 
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as you turn some blind corner, manceuvres the 
boat with a wonderful ease and judgment, and 
you glide along among the old walls in the wake 
of history. 

I stayed at a good second-class hotel on the 
Riva degli Schiavoni, the main quay at the 
mouth of the Grand Canal, looking across to the 
Lido, where you can have full board and a 
private bath for about {£2 17s. 6d. a day. There 
are a number of hotels along here, and it is a 
particularly good centre: five minutes’ walk from 
St. Mark’s, with a steamer, motorboat and 
gondola landing-stage at your door. 

Ten minutes in a steamer out across the 
lagoon brings you to the completely different 
world of the Lido. A long narrow strip of 
land divides the lagoon from the Adriatic, and 
along the sea coast is one of the best beaches in 
Italy. It cannot compare for beauty with some 
of our own west country beaches, but there are 
sand and sea and sunshine, long rows of bathing 
huts, hotels of all grades, a modern and very 
smart Casino where one can gamble, dine, and 
dance through the hours of darkness in the night 
club. 

FLORENCE 

From Venice I went to Florence. There could 
scarcely be a greater contrast. Instead of the 
facile, half-oriental beauty of the port there is 
a withdrawn, patrician calm. Florence’s eyes 
are turned inwards on the great days of its past: 
the reign of the Medici, the glories of Dante, 
Giotto and Michelangelo. It lies on the banks of 
the Arno among green and gentle hills, a city of 
golden stone and soft red roofs. There are many 
English people who consider Florence the chief 
jewel of Italy. I am not one of them, for I prefer 
towns of more warmth and vivacity, but it has a 
strange and powerful attraction. 

For the art lover the Uffizi Gallery with its 
Raphaels and Michelangelos, its Dutch, Flemish 
and French masters, and works representative 
of almost every period and school, is one of the 
great collections of the world, and there are 
many other galleries and museums too. The 
great cathedral, second in size only to St. Peter’s 
in Rome, the Baptistry and Giotto’s Campanile, 
the square, austere Palazzo Vecchio (fig. 2), the 
ancient narrow bridge—Ponte Vecchio—with its 
rows of jewellers’ shops: all are different facets 
of Florence. So are the narrow crowded streets, 
dusty from the old stone, and the great private 
palaces which rub shoulders with small shops 
and little restaurants or trattorie where one can 
eat cheaply and quite well. 

Do not hesitate to go on one of the conducted 
tours of the city which are arranged by the 
major travel agencies. The guides are excellent, 
far better than the of their public 
deserves, and it is the best way of getting one’s 


majority 
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bearings on the most important things. But 
afterwards wander through the streets, explore 
the Straw Market, sit among the grandmothers, 
boys and girls in the square garden outside St. 
Mark’s church, or kneel in the quiet of the 
church itself, and you will find something of the 
spirit of Florence today. 


THE COST 
Italy is not a cheap country, although hand-made 
products in the shops are very inexpensive by 
our standard. At first-class hotels you will have 


Fic. 2.—Florence—the Palazzo Vecchio at night. 

to reckon on about £3 a day inclusive, but this 
can be reduced by having at least one meal at a 
trattoria for about 6s. 6d. including wine, and 
in this way you will get the local foods. Meals 
on the long-distance trains are excellent but 
expensive; you can avoid these, however, by 
buying a cestino on the platform before you start. 
This contains a little dish of spaghetti, another 
of meat and potatoes, all hot, rolls, fruit and a 
small bottle of wine, and the price is about 8s. 6d. 


By train and boat (Folkestone-Calais) the journey from 
London to Venice takes about 28 hours, and return fares 
are £32 2s. 1st class or {£21 18s. 2nd class. A rst class 
single berth sleeper costs £12 14s. 6d., a berth in a double 
compartment £6 4s. 6d., and a 2nd class couchette £1 16s. 
London-Florence takes about 27} hours, return fares 
£32 16s. and £22 6s. By air the flight from London to 
Venice takes 34 hours and the return fare is £43 6s.; to 
Milan the time is 3 hours and fare £38 11s. Night tourist 
fares are £34 138. and £29 8s. respectively. 
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In post-haemorrhagic states; as a therapeutic or precautionary 
measure during and after pregnancy; in adolescents, old people 
and those of unsound dietary habits, Ferraplex B is ideal for 
iron-deficiency anaemias of all kinds. 


It contains adequate FERROUS iron in a form yielding rapidly 
increased and sustained haemoglobin levels. 


The supplements it contains—copper, complete vitamin B complex, 
ascorbic acid—ensure that not only the additional iron but that 
present in the diet is fully utilised for haemopoiesis. 





It is extremely well tolerated by patients of all ages, even those who 
usually react unfavourably to unmodified doses of iron salts. 


COMPOSITION 
Average daily dose of six FERRAPLEX B_- VITAMIN B COMPLEX EXTRACT: 2 grammes 
tablets contains: prepared from brewers’ yeast and including 


, 
; » Aneurine hydrochloride (Vitamin Bz) . . 3 mg. 
id FERRI SUL: _E +99 BP. eo I gramme 
| ee, CREE, BM 8 Riboflavine (Vitamin Bz). ....++..- 6 mg. 
COPPER See ee are 2 mg Nicotinamide .......2ecccce08 30 mg. 


7 - and all the other naturally occurring factors of 
ASCORBIC ACID (Vitamin C)..... 50mg. the vitamin B complex. 


Bottles of 50 tablets: 5/3d (Retail); 250 tablets 15/6d (Basic N.H.S. price). 


G>FERRAPLEX B 


c. L. BENCARD LTD - PARK ROYAL: LONDON - N.W.10 
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Save time on urine tests with... 


CLINITEST and ACETEST 


Reagent Tablets 
for the detection of Glycosuria 


Reagent Tablets 
for the detection of Ketonuria 


Both tests performed simultaneously in 1 minute! 


Specialists, General Practitioners,Clinics and 
Hospitals in all parts of the country have 
used and prescribed *Clinitest” Reagent 
Tablets since 1947. Many valuable hours 
have been saved. Now after intensive re- 
search work and clinical trials the makers of 
*Clinitest’ Reagent Tablets have prod 
‘Acetest’ Reagent Tablets for the detection 
of Ketonuria. With * Clinitest and “Acetest’ 
Reagent Tablets, reliable routine sugar and 


iced 


4 


WIZ — Fume i] 


/ 


CLINITEST 


No external heating - No measuring of reagents 
Approved by the Medical Advisory Commit- 
tee of the Diabetic Association The 
*Clinitest’” set, refills and accessories are all 
available under the N.H.S. on Form E.C.10 

Basic Drug Tariff Prices: Set 6/8 complete. 
Refill bottles of 36 tablets 2/4. 





\ 


CLINITEST = 
HOSPITAL EQUIPMENT 


An invaluable time-saver in wards 
and clinics. Write for details and 
hospital prices. 





acetone tests can be carried out simultane- 
ously in one minute! 


eee eee ee ee 


The advantages of 


ACETEST 


i 
| 
| Reagent Tablets 
| Quick 1 reliable, a single tablet provides all 
the r to perfor i test. Low cost 
{as ascreening 
| etic patients 
la m ith normal urine 
| TO PERFORM A TEST: 
| 1 Put 1 drop of urine on tablet 
| 2 Take reading at 30 seconds 
Compare tablet to colour 
| chart provided 
3 Record results as negati e, 
| trace, moderate or strongly 
| positive 
Corns { n bortle f 1008 
| with colour scale a 
| Aceiest’ Reagent Tablets 
| 
tic nitroprusside tabs.) 
| are so available under the | 
| N.H.S. on Form E.C.10 
Basic Drug Tarit! price 3/10 
| per bottle of 100 tablets 
| 
| 
| 
| 
! 
| 
| 


(with colour scale) 
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Save time on urine tests with... 


GLINITEST and AGETEST 


Reagent Tablets 
for the detection of Glycosuria 


Reagent Tablets 
for the detection of Ketonuria 


Both tests performed simultaneously in 1 minute! 


Specialists, General Practitioners,Clinics and 
Hospitals in all parts of the country have 
used and prescribed ‘ Clinitest’ Reagent 
Tablets since 1947. Many valuable hours 
have been saved. Now after intensive re- 
search work and clinical trials the makers of 
‘Clinitest’ Reagent Tablets have produced 
‘ Acetest’ Reagent Tablets for the detection 
of Ketonuria. With ‘ Clinitest ’ and ‘Acetest’ 
Reagent Tablets, reliable routine sugar and 





CLINITEST 


No external heating - 
Approved by the Medical Advisory Commit- 


No measuring of reagents 


tee of the Diabetic Association. The 
*Clinitest’ set, refills and accessories are all 
available under the N.H.S. on Form E.C.10. 
( Basic Drug Tariff Prices: Set 6/8 complete. 
Refill bottles of 36 tablets 2/4.) 


CLINITEST 
HOSPITAL EQUIPMENT 


pane invaluable time-saver in wards 
and clinics. Write for details and 
prices. 






acetone tests can be carried out simultane- 
ously in one minute! 


| The advantages of 


ACETEST 


Reagent Tablets 


Quick and reliable, a single tablet provides all 
the reagents to perform a test. Low cost 
permits this tablet test to be used as a screening 


procedure or as a routine for diabetic patients. 
No danger of false positives with normal urine. 
No caustic reagents. 


TO PERFORM A TEST: 


f Put 1 drop of urine on tablet. 

2 Take reading at 30 seconds. 
Compare tablet to colour 
chart provided. 

3 Record results as negati: e, 
trace, moderate or strongly 
positive. 

Supplied in bottles of 100§ 
tablets with colour scale. 

*‘Acetest" Reagent Tablets | 

(diagnostic nitroprusside tabs.) 

are also available under the 

N.H.S. on Form E.C.10. 

Basic Drug Tariff price 3/10 

per bottle of 100 tablets 

(with colour scale). 
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From milk to mixed diet 
HOW HEINZ STRAINED FOODS HELP 


Mothers of three or four-month-old babies 
often need your practical advice about how 
to start baby on a mixed diet. 

When you suggest Heinz Strained Foods 
you can do so with complete confidence. 
The 19 different foods, introduced gradu- 
ally from about three-months onwards, 
between them offer scope for a varied 
diet. They are cooked and strained under 
strictly controlled conditions, with the 
minimum loss of food values. And, of 
course, they are prepared much more 
hygienically than they would be in an 
ordinary kitchen. 

For full details of the nutrient values of 
the 19 varieties of Heinz Strained Foods, 
write to Dept. T7, H. J. Heinz Co. Ltd., 
Harlesden, London N.W.10. 


HEINZ” 
Strained Foods 


MEAT BROTHS - SOUPS - VECETABLES - SWEETS 


CEREAL 







For 40 years 


EUPINAL 


has been used successfully in the treatment 

of ASTHMA and CHRONIC BRONCHITIS 

and may be prescribed on N.H.S. Form 
E.C.10 


‘“Eupinal” contains lodine and Caffeine com- 
bined in a most elegant and effective form. 


In chronic Bronchitis ‘‘Eupinal’’ softens the 
tough accumulated mucus in the bronchial 
tubes and allows it to be more readily expect- 
orated. In Asthma it possesses a more mark- 
edly soothing effect, lessening the frequency 
of attacks and reducing their severity and 
duration, and relieving breathlessness. 


‘‘Eupinal’’ contains no poison and is safe 
in use. 


A PRODUCT OF 
Cixson Gor 


é 
OLDBURY BIRMINGHAM 


Phone: BROadwell 1355 


THE SAFEST 
AND BEST 
KC PREPARATION 


OF OPIUM 
~~ 









Nepenthe contains all the constituents of opium and has 
been prescribed for over 100 years. It has been found by 
generations of practitioners to be the best preparation 
of opium as it does not cause the unpleasant after-effects 
usually attributed to opiates. It can given over a con- 
siderable period and the effect remains invariably 
constant. 

Packed in 2-oz., 4-oz., 8-oz. and |6-oz. bottles and for in- 
jection in }-oz. rubber-capped bottles, sterile, ready for 


WEPENTHE 


7 FERRIS & CO LTD 
\ BRISTOL y 


ES 
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... glucose in a palatable form 


Lucozade combines the known qualities of glucose with a 
remarkable palatability. It has, indeed, solved a very real 
problem associated with a diet restricted to fluids. Many 
flavours, acceptable to the normally alert palate, fail to stimu- 
late or even interest the patient in a weakened, depressed 
condition. Lucozade, on the other hand, provides a means of 
sustenance when solids cannot be tolerated. 





LUCOZADE 


replaces lost energy 


The liquid glucose content of Lucozade is 
23.5% w/v; approximately 22.5 calories 
for each fluid ounce. It is lightly carbo- 
nated, with an attractive golden colour and 
a pleasant citrous flavour af instant appeal 
to the invalid palate. 





HASTINGS THANET — 

RHEUMATISM a 
and kindred ailments. 3 Important new 
A nt) enh agags a paren yar 4 % “TERM SHARES” 
FOR SAVERS ! 


viding all types of physical treatment in 
connection with the rheumatic diseases and 


all types of physical rehabilitation. Extensive One of the leading Societies, with great Reserves and 
Iterations have taken place, including the liquid strength, now offers discriminating savers a NEW 
oneretiens 06 P 4 “TERM SHARE” PLAN for sums from £250 to £2,000, 


equipment of the establishment with DEEP withdrawable at six months’ notice. Interest, 39%, net, 
POOL THERAPY, medical gymnastic facili- being equivalent to £6.10.54% to anyone liable to 
ties and occupational therapy. Income Tax at the Standard Rate. 


| REGULAR SAVERS can earna net 
‘Lo, net for Fully-Paid 
HARROGATE ‘%. Shares £1 to £5,000 O 
Treats both private patients under its Income Tax paid by the Society 


All - inclusive Treatment Scheme, and Without obligation, call or write for our booklet 
National Health patients. “ Profitable Investment” 


Hastings and Thanet 


BUILDING SOCIETY 


Medical enquiries as to cost, and how free 
treatment under the National Health Service 
can be obtained, will be welcomed by— 








C. ROBERTS, MANAGER - SECTION 3 PROT ie 
Assets £22,000,000 Reserve Strength £/ 000,000 

T h e R oy a A B a t h Ss Head Offices : HASTINGS ond RAMSGATE 

A ee ee eS: 6. A: FR LONDON: 99 BAKER STREET, W.1 


Branches and Agencies throughout the Country 
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appetite 





must be controlled 


Fat people die first — as any insurance company knows. 

To live longer, they must eat less. 

‘Dexedrine’ is the safe, effective drug for the control 

of appetite in weight reduction. ‘Dexedrine’ not only makes 
it easier for the patient to eat less, but also prevents the 
irritation and depression that so often accompany the start 


of a reducing regimen. 


. 
Dexedrine — safe, effective appetite control 


@) Smith Kline & French Laboratories Ltd. 
Coldharbour Lane, London SE5 
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The word ‘ Equanil’ is a registered trade mark 
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reats tension — safely, effectively and reliably 
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IRON IN THE BALANCE 


Healthy people probably maintain a positive iron balance by a narrower margin 





than was formerly believed. In young women, in particular, the additional require- 
ments needed for growth and to compensate for menstrual loss often place them 
in a precarious state of iron balance. It may only need a cut in diet, occasioned 
by fashion or financial reasons, coupled with poor absorption of available food iron 
for hypochromic anaemia to develop, even though blood loss may remain normal. 
Gluferate is a worthwhile prophylactic measure during menstrual life and a 
form of treatment of all iron-deficiency states. Gluferate gets to the core 
of iron therapy by providing iron in a readily usable and non-irritant 
form of ferrous gluconate. And at the core of the Gluferate tablet is 


sufficient ascorbic acid to ensure much improved iron absorption. 


GLUFERATE 
Se 


two haematinic aids in one tablet for reliable iron therapy 


packs: Bottles of 80 and 250 tablets. Each tablet contains 300 mg. ferrous 





gluconate and 25 mg. ascorbic acid. 
Wyeth The word ‘Gluferate’ is the registered trade mark of 


JOHN WYETH AND BROTHER LIMITED, CLIFTON HOUSE, EUSTON ROAD, LONDON, N.W.L 
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THIS SUMMER 
TREAT 
FUNGAL INFECTIONS 
WITH TEOQUIL 


The introduction of Teoquil, a new synthetic anti-fungal substance of low toxi- 
city, marks a decided advance in the treatment of fungal infections of the skin. 
Teoquil, in low concentrations, possesses a high degree of activity against 
mycelial fungi and some activity against yeast-like forms. It has also antibac- 
terial properties which are particularly marked against Gram-positive organisms, 
including Staphylococcus aureus, Staphylococcus albus and Streptococcus hemo- 
lyticus. 

Teoquil is available in two forms —Teoquil Gel and Teoquil Dusting Powder. 
Teoquil Gel does not stain the skin or clothing. It may be used alone or in 
conjunction with the Dusting Powder in treatment of fungal infections of the 
skin including Athlete’s foot and tinea infections in other parts of the body. 


"TEOOQuUIL. 


Teoquil Gel is supplied in bottles containing 28 
c.c., with brush. 

Teoquil Dusting Powder is supplied in polythene 
‘ puffer’ bottles containing 25 grammes. 


[X. mann 


C57/311/H 




















LONDON 
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TELEPHONE 





HAN BURYS 


GATE 3201 (17 LINES 








A 96 THE PRACTITIONER 











The Medical Service of the Royal Navy 
VACANCIES FOR MEDICAL OFFICERS 


Candidates are invited for Short Service Commissions of 3 years, on termination of 
which a gratuity of £450 (tax free) is payable. Ample opportunity is granted for 
transfer to Permanent Commissions on completion of one year’s total service. Officers 
so transferred are paid instead a grant of £1,500 (taxable). 


All entrants are required to be British subjects whose parents are British subjects, 
to be medically fit, and to pass an interviev’. 


Full particulars from the Admiralty Medical Department, Queen Anne’s Mansions, 
St. James’s Park, London, S.W.|. 














ST. ANDREWS HOSPITAL, NORTHAMPTON 


FOR NERVOUS AND MENTAL DISORDERS 
President—Turs EARL SPENCER 
Medical Superintendent—THOMAS TENNENT, M.D., F.R.C.P., D.P.H., D.P.M. 

This Registered Hospital is situated in 130 acres of park and pleasure grounds. Voluntary patients, who are 
suffering from incipient mental disorders, or who wish to prevent recurrent attacks of mental trouble; temporary 
tients, and certihied patients of both sexes are received for treatment. Careful clinical, biochemical, bacterio- 
logical and pathological examinations. Private rooms with special nurses, male or female, in the Hospital or 

in one of the numerous villas in the grounds of the various branches can be provided. 


WANTAGE HOUSE 


This is a Reception Bespin in detached grounds with a separate entrance, to which patients can be 
admitted. It is equipped with all the apparatus for the complete investigation and treatment of Mental and 
Nervous Disorders by the most modern methods; insulin treatment is available for suitable cases. There is an 
Operating ‘Theatre, a Dental Surgery, an X-Ray Room, an Ultra-Violet Apparatus, and a Department for 
Diathermy and High-Frequency treatment. It also contains Laboratories for biochemical, bacteriological, and 
pathological Psychotherapeutic treatment ise employed when indicated 


MOULTON PARK 


Two miles from the Main Hospital there are several branch establishments and villas situated in a park and 
farm of 650 acres. Milk, meat, fruit, and vegetables are supplied to the Hospital from the farm, gardens, and 
orchards of Moulton Park. Occupational therapy is a feature of this branch, and patients are given every facility 
for occupying themselves in farming, gardening, and fruit-growing. 


BRYN-Y-NEUADD HALL 


The seaside house of St. Andrews Hospital is beautifully situated in a Park of 330 acres, at Lianfairfechan 
amidst the finest scenery in North Wales. On the north-west side of the Estate a mile of sea coast forms the 
boundary. Patients oy ! visit this branch for a short seaside change, or for longer periods. The Hospital has 
its own private bathing house on the seashore. There is trout fishing in the " 

At all the branches of the Hospital there are cricket grounds, football and hockey grounds, lawn tennis 
courts (grass and hard courts), croquet gr ds, golf , and bowling greens. Ladies and gentlemen have 
their own gardens, and facilities are provided for handicrafts, such as carpentry, &c. 

For terms and further particulars apply to the Medical Superintendent i No. 4354, three lines, 
Northampton), who can be seen in London by appointment. 


Bacteriologically tested ) ° 
The 
and specially designed for Cesira Mask 


the prevention of 


























FOR SURGEONS AND NURSES 














droplet infection 





After many bacteriological experiments of four layers of fine dental gauze. It 
this mask was designed to arrest all fastens securely under the chin, has an 
droplets from the mouth and nose, and air gap at the sides, is comfortable to 
so to prevent contamination during wear for long periods and may be easily 
operation. The “ Cestra” Mask consists _ sterilised. 
Obtainable from Chemists and Medical Stores 
. MADE BY ROBINSON & SONS LTD., Wheat Bridge Mills, Chesterfield 
Tel. Chesterfield 2105 London Office : King’s Bourne House, 229/23! High Holborn, 
London, W.C.1 Tel. Holborn 6383 Manufacturers of all kinds of Surgical Dressings 
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Rely on Rybar 
for Instant Relief 


Ever increasing numbers of medical men are 
relying on Rybarvin Inhalant to combat broncho- 
spasm. The Ministry of Health having agreed 
to the prices of Rybar asthma inhalants, Rybar- 
vin can be freely prescribed. 


RYBARVIN brings relief. Consistently, 
often spectacularly, attacks are cut short 
and their frequency lessened. Free from 
excess acid, non-irritant and non-habit- 
forming, it is an ideal inhalant for all 
asthmatics, young and old. 


RYBAR INHALER has been specially 
designed for aerosol therapy. Both Rybar- 
vin and the Inhaler may be prescribed on 
N.HLS. Form E.C.10. 


Samples and details of trial outfits 
forwarded on request. 





Rybarvin Formula 
Pituitary Extract. Posterior 


and Anterior Lobe... re. wiv 
Methylatropine Nitrate. . 014% wiv 
Papaverine .. »» 008% wiv 
Adrenaline in . 040% wiv 
Ethy! Para-aminobenzoate 020% wiv 
Iso-buty! Para-aminobenzoate 0-01°% wiv 
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NEW ENGLAND JOURNAL OF MEDICINE 


special concession 
— — rate for subscribers to 
The Practitioner 


As announced in the January number of The Practitioner (p. 3) 

arrangements have been made for subscribers to The Practitioner to 

receive the New England Journal of Medicine weekly at a reduced annual 

subscription. This will be $9.00 (£3 5s.), instead of the usual overseas 
subscription rate of $10.50. 


Orders for the New England Journal of Medicine, accompanied by 
remittance, should be sent to: The Publisher, The Practitioner, 
5 Bentinck Street, London, W.1. 
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A new analgesic, anti-inflammatory 
and urico-eliminatory compound 


Colchipirine successfully combines and enhances the well- 
known properties of colchicine and aspirin, assisted by 
Vitamin B,, in the treatment of chronic rheumatism and 
gout. 

Colchipirine is an outcome of extensive American and 
European research into the pharmacology of colchicine 
and acetylsalicylic acid, which has given a new under- 
standing of the therapeutic action of these classical remedies 
for gout and rheumatism. 

Colchipirine is well tolerated and so permits sustained 
administration. It has been used with very favourable 
results in extensive clinical trials. In packings of 60 and 
400 glutinized tablets. 


Samples and literature will be supplied on request. 


SOLS WIPURIUE 








CONTINENTAL LABORATORIES LTD. 
101, GREAT RUSSELL STREET, LONDON, W.C.1 
Telephone : MUSeum 2042-3-0626. Telegrams : Taxolabs, Phone, London 





in 


egistered at the GC.P.O. for 


Norfolk Street, London, W.C.2, and 
w.l. R 


at 5, Bentinck Street, London, 


TABLETS each containing 100 mg. 
transmission at Magazine Rate to Canada. 


of active substance. 
Bottles of 10 


‘Headache’ by G. Cruikshank, 1819 


Propones 


at 1/8 : §0 at $/- : 


DOSAGE: One or two tablets three or four times 
Basic N.H.S. prices. Purchase tax extra. 


a day. 


Literature and trial packings are available on 


*PROPONESIN’ 


Parsons Limited, Lennox House, 


j. 
mited, 


Printed in Great Britain 
published by The Practitioner Li 


SHORT-TERM ANALGESIC 


A NEW QUICK-ACTING 
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hydrochloride) is equivalent in potency to and more rapid in onset of action 


For rapid relief 
of pain in:— 


— —— —— = 
— eS _FTHm”WmDN>——_—2>----—~—————a—e=l ~ 
w= ———SST_rE- 
Se SSS eS SSS OO SSS 


————— 





